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EDITOR’S COMMENT 


P/YNUE diversity of opinion concerning the most 
effective surgical treatment of peptic ulcer 
which exists among able surgeons in different 

parts of the world is reflected in the recent ad- 
dresses of Paterson and Finsterer before the 
meeting of the British Medical Association at 
Nottingham (p. 191). Of particular interest, in 
addition to his advocacy of gastrojejunostomy 
as the operation of choice, is Paterson’s statement 
that he believes the good results of the anterior 
operation are better than the good results of 
posterior gastrojejunostomy. Finsterer advo- 
cates wide resection not only for ulcer of the 
stomach and duodenum but also for acute profuse 
hemorrhage. 

In Paterson’s series of 495 cases a gastrojejunal 
ulcer developed in twelve (2.4 per cent). In a 
study of 270 cases of gastrojejunal ulcer, Balfour 
(p. 190) found 139 cases which had developed as 
a complication of 8,600 gastro-enterostomies 
performed for peptic ulcer at the Mayo Clinic, an 
incidence of 1.6 per cent. He points out that in 40 
per cent of the whole group the free acid was in- 
creased or only slightly reduced, in 40 per cent it 
was markedly reduced, and in 20 per cent it was 
reduced to zero. The last group, he states, shows 
that an absence of acid does not afford adequate 
protection against ulceration later. 

Akerlund, Ohnell and Key’s study of twenty- 
four cases of diaphragmatic hernia through the 
cesophageal hiatus (p. 200) emphasizes the 
necessity of considering the possibility of its 
presence in cases of epigastric pain associated 
with the taking of food. The clinical picture, as 
described by Ohnell, simulates closely that 
associated with gastric ulcer, but a roentgenolog- 
ical examination with the patient supine or 
prone or on his right side with the pelvis elevated, 
combined with manual pressure upon the epigas- 
trium, shows the epidiaphragmatic mass in the 
posterior mediastinum projecting from the stom- 
ach shadow. " 

Wintz’ summary of his experiences ip the 
roentgen treatment of carcinoma (p. 23¢) and 
Desjardins’ discussion of the possibilities and 
limitations of radiotherapy (p. 229) indicate the 
importance and value of patient and painstaking 
clinical observations in defining the possibilities 
and standardizing the application of roentgen and 
radium therapy. That Wintz has been able to 


obtain a five-year cure in 60 per cent of operable 
cases of carcinoma of the cervix indicates the 
degree of perfection that has been attained in the 
treatment of this serious condition. 

Bloodgood’s discussion of the diagnosis of the 
periosteal and diffuse types of bone sarcoma (p. 
216) emphasizes and supplements other contribu- 
tions on the subject of bone sarcoma which have 
been abstracted in previous numbers of the 
INTERNATIONAL ABSTRACT OF SURGERY (Vol. 
xliv, 49, 127). Of particular interest is his con- 
clusion that if biopsy is necessary and an imme- 
diate diagnosis not possible, a small piece of the 
tumor should be excised with the cautery, and the 
wound closed until a report on the tissue can be 
obtained. 

Judd and Parker’s review of 1,182 operations 
on the biliary passages, pancreas, and liver per- 
formed at the Mayo Clinic during 1924 (p. 197) 
emphasizes the importance of careful pre-opera- 
tive preparation and correct postoperative man- 
agement if the most effective results are to be 
obtained. One paragraph from this abstract 
deserves particular emphasis: “. . . the surgeon 
assumes a great responsibility when he operates 
upon the biliary tract, since slight injury to the 
common duct may cause irremedial future 
trouble. Their (Judd and Parker’s) experience 
with secondary operations for stricture of the 
duct has not been encouraging as regards either 
the immediate or the ultimate result.” 

Crossen’s thoughtful discussion of the treat- 
ment of bleeding myoma of the uterus (p. 202), 
Davis’ careful study of the relation between 
thyroid hypertrophy and pregnancy (p. 207), 
Loomis’ analysis of a large group of statistics with 
reference to birth injuries and of postmortem 
examinations of infants dying asa result of trauma 
during labor (p. 210), Baer’s report of the results 
of 100 cases of arthroplasty of the hip with the 
use of subinucosa of the pig’s bladder as a sub- 
stitute for the synovial membrane (p. 22v), 
Willich’s experimental investigation of the im- 
portance of the bone marrow in regeneration fol- 
lowing implantation of free autotransplants (p. 
225), and Boyden’s experimental study of the be- 
havior of the gall bladder in response to the 
ingestion of food (p. 198) are some of the many 
interesting and important abstracts in this 
month’s issue of the ABSTRACT. 
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Schuller, A.: The Roentgen-Ray Findings in a 
Series of Cases of Headache. Radiology, 1926, 
vii, 190. 

In many cases of severe and obstinate headache 
there are no roentgen findings of a positive nature 
suggesting the cause of the condition. In nervous 
cephalalgias, vasomotor disturbances, toxic head- 
aches, and some traumatic headaches the roentgen 
examination is of value only in a negative way to 
rule out some of the possible etiological factors. 

The types of headache in which positive roentgen- 
ray findings are frequently made are those due to 
syphilis and various other inflammations, neoplasms 
of the skull, traumata of the head, organic affections 
of the brain and meninges, affections of the cerebral 
arteries, and affections of the accessory sinuses of the 
cranium. 

The roentgenographic findings demonstrable in 
these conditions may be in the nature of destructive 
or hyperosteogenic changes in the cranial bones, 
modifications in the form and size of all or certain 
portions of the skull, changes in the vascular grooves 
and sutures, the residua of traumatic action on the 
skull, increased density of the accessory sinuses of 
the nose, and focal or diffuse changes in the interior 
of the skull. 

The author describes the findings which may be 
present in syphilis, tuberculous osteitis, and osteo- 
myelitis. He mentions also the skull changes en- 
countered in osteitis deformans, osteitis fibrosa, and 
tumors of the cranial bones. The roentgen examina- 
tion may reveal evidences of traumatism in the form 
of old fractures or foreign bodies, the existence of 
which was not suspected. Intracranial tumors may 
be manifested by calcifications within them, by 
secondary changes in adjacent bones, or by localized 
or general changes due to increased intracranial 
pressure. Calcification of the larger arteries may be 
demonstrable. Sinus infections, mucoceles, pyoceles, 
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and tumors projecting into the sinuses show areas of 
increased density; the detection of which may ex- 
plain a headache of obscure origin. 

Apvo._pu Hartunc, M.D. 


Carlsten, D. B.:_ The Injection of Lipiodol into 
the Excretory Ducts of the Salivary Glands. 
Acta radiol., 1926, vi, 221. 

The author describes a case of bilateral dilatation 
of the parotid ducts and indicates the possibility of 





Tig. 1. 
showing dilatation of the salivary glands in the case 
reported. 


Roentgenogram made with injection of lipiodol 


demonstrating certain pathological conditions of the 
salivary glands roentgenologically with the aid of in- 
jections of lipiodol. 
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EYE 


Butler, T. H.: The Clinical Use of the Slit-Lamp. 
Lancet, 1926, ccxi, 315. 


The introduction of the ophthalmoscope heralded 
the opening of a new era in ophthalmology, but for 
some time thereafter we were still dealing with only 
two dimensions in space and attempts at localization 
along the axis of the eye were only guesswork. The 
third dimension was supplied by the slit-lamp. 

When the slit-lamp is employed with the corneal 
microscope it is possible to obtain a stereoscopic 
view of the eye with a magnification of 35 as far back 
as the anterior third of the vitreous. In the use of 
these instruments and the various types of illumina- 
tion—focal, diffuse, fundus, scleral, indirect lateral, 
and retro-illumination, we now have a means of 
examining the various ocular structures in detail. 
Such examinations are of great medicolegal impor- 
tance in determining the possible perforation of the 
cornea and lens capsule by fragments of metal. 

Grorce R. McAuttrr, M.D, 


Jackson, E.: The Care of the Eyes in Later and 
Middle Life. California & West. Med., 1926, xxv, 
183. 

Examination of the eyes of persons of middle age 
is important from many standpoints. As the power 
of accommodation decreases, small errors of astig- 
matism become more important than they were at 
an earlier age when the ciliary muscle was more 
active and the capsule and lens were more plastic. 
Hence the importance of more accurate refraction 
than is sometimes done in the cases of persons more 
than 4o years of age. 

The study of the eye grounds in persons of middle 
age may reveal changes indicative of general patho- 
logical conditions such as arteriosclerosis, nephritis, 
diabetes. Optic atrophy and inflammation may 
reveal nerve lesions, especially brain tumors and the 
various nerve involvements of lues. 

With the exception of trauma, heat, and such 
diseases as diabetes and tetany, little is known 
regarding the causes of cataract. It has been noted, 
however, that the development of cataract is has- 
tened by overuse and strain of the eyes. From a 
review of his case histories, Jackson concludes that a 
cataract requires about fifteen years to become 
mature. 

Glaucoma is very much less common than cata- 
ract. An eye that is not predisposed to glaucoma 
will not get it from the use of a mydriatic, but an eye 
that is predisposed to the condition will acquire it 
without the use of a mydriatic. Too often, the 
gradual loss of vision is attributed to cataract and 
the patient is advised to wait until the cataract is 
ripe. 

The ocular disabilities of age are due to lesions 
acquired in early life which accumulate as the sub- 
ject grows older. By the prevention of such lesions 
the eyes might be kept in good functional condition 
in later life. VirciL Wescott, M.D. 


Adler, F. H.: The Action of Atropine in Ocular In- 
flammations. Arch. Ophth., 1926, lv, 484. 

In experiments on cats the protein content of the 
aqueous was increased above the normal by the use 
of dionin, subconjunctival injections of hypertonic 
salt solution, and oil of mustard, and several contro] 
tests were made to determine the normal protein 
content in the aqueous of each eye. Series of experi- 
ments were carried out with each of the above agents 
used in only one eye to demonstrate that the pro- 
tein content of the aqueous was increased. Later 
both eyes were subjected to the agent, one of them 
having been previously atropinized. From the re- 
sults, the conclusion is drawn that atropin has a 
direct effect on the ocular blood vessels, decreasing 
their permeability to protein. 

Samuet A. Durr, M.D. 


Key, B. W.: Sympathetic Ophthalmia Cured by 
Exenteration of the Nasal Accessory Sinuses. 
Am. J. Ophth., 1926, 3 s. ix, 574. 

In a case of perforating injury of the eye with 
successful extraction of the foreign body, vision in 
the injured eye six weeks after the injury was 20/20. 
Ultimately, however, it became completely lost in 
the injured eye and reduced to 5/200 in the other 
eye. Enucleation was then performed. After the 
operation, protein injections and the usual treat- 
ment in such cases were given but were without 
effect. The sinuses were then opened and drained 
three times. Each time this was done an improve- 
ment in vision was noted. Three weeks later pus 
was evacuated on puncture of the left ear drum. 
The left mastoid was then opened and found in- 
volved. After the removal of all of these foci of 
infection, the uncorrected vision was 20/20. 

The microscopic picture of the enucleated in- 
jured eye was typical of sympathetic ophthalmia. 

The author concludes that true sympathetic 
ophthalmia may have its origin in, or be excited by, 
a focus of infection. Vircit Wescort, M.D. 


Bruner, W. E.: Intraspinous Injections for Optic 
Atrophy of Luetic Origin. Ohio State M. J., 1926, 
xxii, 844. 

The author reports four cases of luetic optic 
atrophy which were treated by intraspinous injec- 
tions of salvarsanized serum. 

In the first case, which resembled multiple sclero- 
sis, the vision of one eye became progressively worse 
under the usual accepted treatment and resort was 
had to intraspinous medication when the sound eye 
began to show a decrease in vision with a scotoma on 
the temporal side of fixation. The intraspinous in- 
jections checked the atrophic process. Vision has 
now been maintained at 6/5 for eight and a half 
years and the scotoma has gradually become 
smaller. 

Case 2, which was typical of locomotor ataxia, 
showed the same improvement as Case 1. P 

In Case 3, a case of optic atrophy secondary 1n 
part to disseminated choroiditis and in part to lues, 
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intraspinous therapy was followed by improvement 
in vision from 3/20 to 6/21, with an increase of the 
form field almost to normal. 

Case 4 was one of early tabes with such rapidly 
progressing involvement of the optic nerve that all 
treatment was valueless. 

Georce R. McAuttrr, M.D. 


Fox, L. W.: Trachoma: Its Surgical Treatment. 
Northwest Med., 1926, xxv, 492. 


For active trachoma there is nothing, in the 
author’s opinion, which will take the place of the 
“grattage” of Darier. Fox everts the lid with a 
toothed forceps with narrow blades by which it is 
possible to turn the lid twice upon itself, bringing 
into view the folds of conjunctiva in the fornix. He 
then scarifies the trachomatous area with the Darier 
three-bladed knife and brushes it vigorously, until 
the base is white and clean, with a tooth brush 
steeped in bichloride of mercury. The cornea is 
safeguarded by a horn spatula. The reaction is con- 
trolled with a sedative lotion. It is rarely necessary 
to repeat the procedure. 

Corneal vessels may be severed by a few strokes 
with a Beer knife. If the pannus extends around the 
entire circumference of the cornea, a peridectomy, 
the excision of a strip of conjunctiva about 1 mm. 
wide around the cornea, may be done. 

The pronounced lachrymation in the cicatricial 
stage is due to the entropion. In many simple cases 
of entropion, the slitting of the cartilage of the upper 
lid devised by Burow is very effective. The Hotz 
operation also has a field of usefulness. Tarsectomy 
should be reserved for more advanced cases. 

Lyman A. Copps, M.D. 


Schlindwein, G. W.: Orbitofacial Aneurism. Am. 
J. Ophth., 1926, 3 s. ix, 663. 


The case reported in this article was that of a man 
54 years of age. When the patient was 14 years old 
his head was crushed in an accident and free bleeding 
occurred from the nose, mouth, and ears. One year 
later the right jugular vein was ligated on account of 
the swelling of the blood vessels on the forehead near 
the right eye. ‘The swelling then diminished, but 
throbbing and pulsation, tinnitus, and impairment 
of hearing on the right side still persisted. 

A week before the patient consulted the author 
the swelling increased very rapidly and the pain 
became intense. Examination revealed a massive, 
irregular, non-fluctuating, almost solid swelling ,on 
the right side of the forehead and nodular masses on 
the vertex of the skull and forehead. A diagnosis 
of large venous aneurism of the orbital and facial 
branches was made. The right eye showed a para- 
lytic inward squint, a cataractous lens, and no 
movement of any extra-ocular muscles. Because of 
the intense pain, operation was decided upon. 

Under ether anasthesia, an incision was made 
about 1 in. above the brow on the right side. An 
eroded area of the frontal bone and, beneath it, a 
large cystic cavity filled with clotted blood were 
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then revealed. These were removed, the free venous 
bleeding being controlled by packing. Since the 
operation, all pain and subjective pulsation have 
ceased and there has been a very gradual disappear- 
ance of the nodular masses. 

GrorcE R. McAuutrr, M.D. 


Veasey, C. A., and Veasey, C. A., Jr.: Carcinoma of 
the Left Orbit. Am. J. Ophth., 1926, 3 s. ix, 650. 


The authors report the case of a man 75 years ol 
age who consulted them regarding an enormous 
growth in the left orbit. Seventeen years previously 
some sort of growth, probably a papilloma, appeared 
on the left eyeball, but later had disappeared. The 
growth regarding which the authors were consulted 
had increased in size so rapidly in the course of a 
year that vision had been entirely destroyed. 

At examination, nothing of the left eye could be 
seen because of the marked swelling of the lids. The 
palpebral fissure was entirely obliterated. On for- 
cible separation of the lids, only about 3 mm. of 
excoriated cornea was visible, the eyeball being 
firmly embedded in the tumor mass. In the outer 
two-thirds of the upper lid a flat, thick growth was 
felt. When this was traced back it was found to end 
in the intra-orbital growth. No metastases could 
be palpated. The Wassermann test was found nega- 
tive. 

Under nitrous oxide anesthesia the lid tumor and 
orbital growth were removed en masse. The orbit 
had been eroded through into the antrum, and 
erosions of the ethmoid were discovered. ‘Two weeks 
after the exenteration, radium was employed. ‘The 
irradiation was delayed by a pulmonary disturbance. 
One hundred milligrams of radium were placed in 
the cavity for seven hours. ‘The patient was dis- 
charged one month later. 

Subsequent examination showed the whole orbital 
cavity except an area about 1 cm. in diameter over 
the orbital plate of the ethmoid to be covered by 
smooth healthy granulations. The patient’s general 
condition was good. The pathological diagnosis was 
medullary carcinoma of the basal cell type. 

The interesting aspects of this case were the size 
and extent of the growth before the patient sought 
relief, the remarkable compression of the eyeball by 
the carcinomatous mass, the destruction of the bone 
on the floor and nasal wall of the orbit by direct. 
pressure, and the excellent, even though possibly 
temporary, recovery of a patient of such advanced 
age. GEORGE R. McAu.tr, M.D. 


Tiscornia, A.: Hereditary Familial Macular 
Choroiditis (Coroiditis macular hereditaria y fa- 
miliar). Rev. Asoc. med. argent., 1926, Xxxix, 239. 

The author reports the presence of bilateral 
choroiditis in a woman 61 years of age, her two sons 

25 and 29 years of age, and her daughter 27 years of 

age. In all of these cases the Wassermann test was 

negative and anti-syphilis and anti-tuberculosis 
treatment was without effect in checking the con- 
dition. However, its progress was slow. 
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There was no evidence that the condition was 
acquired and no hemeralopia or nyctalopia, nervous 
complication, scotoma, or amblyopia. In the case of 
the 25-year-old son the lesion in the left eye evidently 
began in infancy (Behr’s infantile macular heredo- 
degeneration) but in the right eye the condition did 
no appear until puberty. In the case of the 29- 
year-old son it was congenital in the right eye and 
appeared in the left eye in childhood. In the sister, 
the lesions evidently developed in infancy or early 
childhood, but the disturbance of vision was not 
noted until puberty. In the mother the picture was 
that of a senile macular degeneration. 

These four cases of macular choroiditis, taken 
together, complete Behr’s classification and tend 
to confirm his contention that all of these pictures 
represent merely varieties of the disease which he 
calls “ heredo-degeneration of the macula.” 

Joun W. BRENNAN, M.D. 


Spaeth, E. D.: The Rotated Island Graft Operation 
for Pterygium. Am. J. Ophth., 1926, 3 s. ix, 649 

In Panama there are many cases of extremely 
large pterygium, some of which have been operated 
upon several times without relief. Believing that 
the older methods promised little in these cases, 
the author devised a new technique. A South 
American surgeon completely resects the pterygium, 
lifts it on a spatula, rotates it through an angle of 
180 degrees, and sutures it into the defect so that 
the head points toward the inner canthus. Spaeth’s 
operation is as follows: 

The usual local anesthetic is employed and the 
growth torn from the cornea by a silk suture 
threaded under the body. The remnants are then 
removed from the cornea by a sharp spoon curette. 
A vertical incision is made through the conjunctiva 
tangential to the limbus and as long as the base of 
the pterygium. A braided silk suture is then intro- 
duced through the upper outer lip of this incision, 
picking up some of the episcleral tissue, and con- 
tinued over the pterygium and through the conjunc- 
tiva at the lower inner lip. Three more incisions are 
made, completing a rectangle which includes the 
pterygium. ‘Three sutures are placed as was the 
first, so that when they are tightened the rectangular 
island graft rotates through an angle of go degrees 
and the fibers of the pterygium point upward instead 
of toward the cornea. It is best to leave uncovered 
a small linear defect at the edge of the cornea. 
Additional sutures are introduced as needed to 
secure the graft in position, and a 1:5,000 bichloride 
ointment is placed in the culs-de-sac. 

Both eyes are then bandaged with moderate 
pressure on the eye subjected to operation. The eye 
is dressed and rebandaged after seventy-two hours, 
and seventy-two hours later the sutures and dress- 
ings are removed. 

Sixty cases have been operated upon in this way, 
and even in the most severe, there have been no 
recurrences in eight months. 

SAMUEL A. Durr, M.D. 


Wagener, H. P., and Gipner, J. F.: Studies of the 
Visual Fields in Localized Chorioretinitis of the 
Jensen Type. Arch. Ophth., 1926, lv, 470. 

Wagener and Gipner present drawings of the 
fundus and visual field charts in seven cases of in- 
active chorioretinitis juxtapapillaris. By analysis of 
the visual field defects they were able to trace the 
course of the nerve fibers as they radiate from the 
disk. They found that most of the fibers were 
crowded nasally and that those curving temporally 
occupied definitely more than half the rim of the 
papilla. The visual fields suggested also a fanning 
out temporally and below of the more peripheral 
fibers of the group curving temporally toward the 
median raphe. 


Coates, G. M.: Pathological Conditions of the 
Ocular Nerves Following Otitis Media. Allantic 
M.J., 1926, xxix, 770. 

The presence of choked disk in cases of suppura- 
tive otitis media with cranial complications is of 
significance. The ocular movements should also be 
studied in such cases. Palsies associated with otitis 
media are due to pressure or the toxic action of pus 
in contact with the nerves. Isolated. palsies are 
caused by a localized point of infection, and multiple 
palsies by a general increase of intracranial pressure. 
The intracranial extensions that cause ocular nerve 
paralysis are local and generalized meningitis, ab- 
scess, and thrombosis of the sinuses. 

Extension occurs through the air spaces of a well- 
pneumatized petrous bone, by way of the labyrinth, 
through a developmental or pathological dehiscence 
in the tegmen tympani, and through the mastoid 
antrum. Infection of the middle ear may be a 
factor responsible for contralateral abducens paral- 
ysis. Lateral sinus thrombosis may cause choked 
disk, diplopia, or deviations. The nerve most fre- 
quently involved is the sixth. Any otogenous intra- 
cranial infection may cause ocular paralysis, and 
any ocular nerve involvement in the presence of 
suppurative otitis media is to be regarded with 
concern. Vircit Wescott, M.D. 


EAR 


Drury, D. W.: Otosclerosis. Ann. Otol., Rhinol. & 
Laryngol., 1926, xxxv, 651. 


The author believes that otosclerosis can be ex- 
cited in a person predisposed to it by many and 
widely divergent factors, the essential cause being 
possibly a clinical one affecting the nutritive stabil- 
ity of developing and fully developed bone and 
cartilage. In a certain percentage of cases the 
several endocrine glands are responsible through 
their influence on normal metabolism. In the pres- 
ence of an endocrine or non-endocrine pathological 
condition, a constitutional tendency or hereditary 
influence is also a factor. Drury believes that the 
endocrine influence is an indirect and non-specific 
one, but that in cases without firm ankylosis of the 
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footplate of the stapes or other irreversible organic 

change, a response to proper glandular treatment 

may be expected with reasonable confidence. 
GeEorGE R. McAutirr, M.D. 


Bunch, C. C.: The Functional Tests of Hearing in 
Otosclerosis. J. Laryngol. & Otol., 1926, xli, 565. 


On the basis of tests for auditory acuity which 
show details through the range of hearing, Bunch 
divides sixty-three cases of otosclerosis into three 
groups, viz., those of the “middle ear” type, those 
of the “inner ear” type, and those of the “combined”’ 
type. The audiometer curves of the three groups corre- 
spond closely to the curves of cases of pure middle ear 
lesions, pure inner ear lesions, and those with un- 
doubted evidence of involvement of both the inner 
and the middle ear. James C. Braswett, M.D. 


Magnus, R.: On the Co-Operation and Interference 
of Reflexes from Other Sense Organs with 
Those of the Labyrinths. Laryngoscope, 1926, 
XXXVi, 701. 

Otolithic reflexes are reflexes of position and 
mostly of tonic character. They may be classified 
as: (1) attitudinal reflexes, (2) compensatory eye 
positions, and (3) labyrinthine righting reflexes. 

Magnus discusses them in detail and cites ex- 
perimental evidence in support of conclusions 
drawn. He states that it is not always a simple task 
to prove conclusively in man in normal and patho- 
logical cases that a certain reflex depends on the 
function of the labyrinths and that a certain symp- 
tom is due to a lesion of the otolithic apparatus. The 
methods of clinical investigation in cases of otolithic 
diseases must be worked out in such a way that their 
results cannot be confused by reflexes from other 
sources. 

The author is of the opinion that the condition in 
many of the cases of so-called otolithic disease which 
have been reported during recent years would be 
found, on careful study, to depend on quite another 
lesion. 

In conclusion he states that the complicated 
nature of the problem becomes evident when an 
attempt is made to analyze the simple consequence 
of unilateral labyrinth extirpation in different 
species of mammals. A. R. HoLtenper, M.D. 


Greenfield, J. G.: The Chemistry of the Cerebro- 
spinal Fluid in Otitic Meningitis. Proc. Roy. 
Soc. Med., Lond., 1926, xix, Sect. Otol., 38. 

Greenfield states that in otitic meningitis valuable 
information can be obtained from examination of the 
spinal fluid, especially chemical estimation of the 
chlorides. It is of far more value to estimate the 
chlorides and other acid radicles than to determine 
the amount of protein or glucose. When the area of 
meningitis is small or limited, the percentages of the 
inorganic salts seem to remain unchanged, but when 
the meningitis becomes widespread these per- 
centages tend to approximate those of the blood. 

James C. Braswe 1, M.D. 
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NOSE AND SINUSES 


Coates, G. M.: The Rhinological Aspects of Allergy. 
Ann. Otol., Rhinol. & Laryngol., 1926, xxxv, 723. 

Wilmer, H. B.: The Diagnosis and Treatment of 
the Allergic Diseases. Ann. Otol., Rhinol. & 
Laryngol., 1926, XXxxv, 733. 

Kolmer, J. A.: The Nature of Hay Fever and 
Bronchial Asthma. Ann. Otol., Rhinol. & 
Laryngol., 1926, xxxv, 758. 

Coates discusses the nasal manifestations of 
general allergy or hypersensitiveness, the nasal 
etiology of allergy, and the nasal treatment of 
allergic reactions either in the nose or elsewhere. 

Nasal manifestations of general allergy or hyper- 
sensitiveness include vasomotor rhinitis, atrophic 
rhinitis, physical allergy, and reflex reactions which 
may not be primarily allergic. The pallor of the 
nasal mucosa is the distinguishing characteristic 
which places these cases definitely in the anaphylac- 
tic group. 

The nasal etiology of allergy of the upper respira- 
tory mucosa is represented by asthma, pollenosis, 
vasomotor rhinitis, and reflex disturbances. 

In the treatment of an acute allergic attack, 
temporary relief may be afforded by shrinking with 
cocaine or cocainization of the nasal ganglion. 
Later, the nose should be freed surgically from any 
source of infection by drainage of the sinuses and 
any other procedure indicated. After operation, an 
autogenous vaccine should be used to overcome the 
bacterial sensitization of the mucous membrane and 
the general allergic condition. The best results can 
be obtained only by close cooperation between the 
allergist, the internist, and the rhinologist. 

WILMER states that while illnesses of allergic origin 
are mysterious and elusive, a diagnosis can be made 
in from 70 to 80 per cent of cases of bronchial asthma 
by adherence to a rigid method of examination. 
Such a diagnosis requires a thorough and exhaustive 
history, a complete physical examination, roent- 
genograms of the sinuses, a thorough nasal and 
pharyngeal examination, a complete blood analysis, 
including the calcium content, and a careful cuta- 
neous test. 

For convenience in diagnosis the cases are 
grouped as thermal, chemical, neurotic, and 
atmospheric, pollen, animal, epidermal and food 
protein type, and bacterial. 

The treatment of the chemical and thermal type 
is the same, consisting of thorough desensitization 
and the use of an autogenous vaccine. If the con- 
dition is due to food protein, that protein must be 
excluded from the diet and 10 gr. of potassium 
iodide given after meals to increase bronchial 
secretion and facilitate freer expectoration. In the 
neurotic and atmospheric types it is necessary to 
build up the general health, desensitize the patient 
if he is sensitive to protein, exclude all sensitizing 
foods from the diet, administer an autogenous 
bacterin, and, in cases of endocrine origin, give 
suprarenal, postpituitary, and thyroid extracts. 
The management of the pollen type is comparatively 
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casy as the majority of cases show hay-fever symp- 
toms. ‘The treatment is a full course of the offending 
pollens and the use of autogenous bacterins. 

When all methods of diagnosis fail to show the 
cause of asthmatic seizures, the author classifies 
the condition as a bacterial protein sensitivity and 
treats it with an autogenous vaccine. If there is a 
calcium deficiency, foods rich in lime are ordered, 
from 3 to 10 gr. of calcium lactate are given three or 
four times daily, from 1/20 to 1/10 gr. of parathyroid 
and from 1/10 to 4 gr. of thyroid are administered 
three times daily, and quartz-lamp treatment is 
given. 

Wilmer emphasizes the value of preseasonal 
pollen treatment in hay fever. He begins such treat- 
ment about three months before the expected 
attack. After the readings of the cutaneous tests 
have been made, the extracts of pollen or pollens 
decided upon are made up into solutions of 1:10,000, 
115,000, 1:1,000, and 1:500. Four scarifications are 
then made on the forearm and a drop of each 
solution is placed on the abrasions. The cut showing 
the weakest reaction determines the solution to be 
used. 

At the first injection, 2 minims are given, the dose 
then being increased by 2 minims every five to seven 
days until 6 minims of that dilution are used. Then 
the other dilutions are similarly employed until 15 
minims of the 1:500 dilution are given. ‘This course 
begins two or three months before the season begins 
and ends with the beginning of pollination. In- 
jections should never be made without having 
adrenalin chloride 1:1,000 handy, and, for fear of a 
reaction, the patient should remain in the office for 
at least fifteen minutes after the treatment. 

Ko_mer believes that the allergic states of 
bronchial asthma and hay fever are examples of 
anaphylaxis in persons inheriting an instability of 
the vasomotor system which renders them more 
susceptible to the effects of anaphylactic shock upon 
the smooth muscle of the blood vessels. ‘The 
characteristic anaphylactic lesions in man are acute 
congestion and cedema. ‘These anaphylactic re 
actions occur in the involved cells by an unknown 
mechanigm. ‘The local or subcutaneous appTitation 
of the exciting agent may result in complete or 
partial recovery from the anaphylactic state by the 
exhaustion of the anaphylactic antibody, properly 
designated a process of desensitization. 

Grorce R. McAuttrr, M.D 
‘- 
Hayden, A. A.: Auscultation and Percussion in the 
Diagnosis of Accessory Nasal Sinus Disease. 
J. Am. M. Ass., 1926, Ixxxvii, 1390. 

The author employs percussion and auscultation 
as aids in the diagnosis and localization of disease of 
the accessory nasal sinuses. When percussion is 
produced by a blow with the fist on the top of the 
patient’s head, sensation is more distinct on the side 
of the diseased sinus. For auscultation the sound 
produced by the tuning fork has been found most 
reliable. Hayden employs an ordinary binaural 


stethoscope with two bells hooked up on a two-way 
switch so that one bell can be completely shut off. 
The bells are held by the patient over the sinus to be 
examined, the tuning fork is set in motion and 
placed on the sagittal plane of the patient’s head, and, 
by working the two-way switch, the auscultation 
findings are determined for each sinus in turn. 

The value of these diagnostic aids has been 
demonstrated by cases in which operation has been 
performed as well as those without operation. 

GrorGce R. McAutirr, M.D. 


McCullagh, S., and Robinson, G. A.: Radium in 
Polypoid Ethmoiditis: Report of Cases. Arch. 
Ololaryngol., 1926, iv, 215. 

Among the diseases most resistant to treatment 
which are encountered by the rhinologist is hyper- 
plastic ethmoiditis with polypoid change. In this 
condition the authors perform a radical operation 
and then apply 50 mgm. of radium for one hour or 
100 mgm. for two hours. If necessary, the irradia 
tion is repeated after from ten to fourteen days. 

By this treatment the amount of polypoid tissue 
is decreased, the interval before the recurrence of 
polypi is lengthened, and associated conditions such 
as asthma are relieved. 

While the end-results are not yet known, radium 
is the most effective agent so far found for the con- 
trol of the disease. 

The article contains sixteen case reports. 

Georce R. McAutier, M.D. 


Skillern, R. H.: Some Reflections on the Maxillary 
Sinus. Ann. Olol., Rhinol. & Laryngol., 1926, xxxv, 
717- 

In this article Skillern presents his objections to 
the generally accepted theory regarding the cause 
of death following needle puncture of the maxillary 
sinus and the reliability of the returning lavage 
fluid as a criterion of the pathological condition 
present. 

Death following needle puncture of the maxillary 
sinus is almost universally attributed to cerebral air 
embolism, but Skillern believes the cause is shock 
due possibly to disturbance of the vagus by irrita- 
tion of the second branch of the trigeminal nerve. 
In support of his conclusion he cites the fact that at 
autopsy no evidence of embolism has been found. 
In accordance with his theory he recommends that 
when resistance is offered to the needle, a thorough 
investigation be made and a large opening formed 
into the antrum to allow the free escape of injected 
fluid. 

With regard to the appearance of the returning 
fluid as a criterion of the pathological condition of 
the sinus mucosa it is practically always conceded 
that if the sinus washings return clear, no disease 1s 
present. Skillern states, however, that he has found 
maxillary sinus infection in a considerable number 
of cases in which the returned lavage fluid was 
negative. Moreover, he has noted that when a 
black rubber pus basin is used the return fluid is 
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of a light straw color, whereas when a white basin 
is used the fluid is clear and transparent. 
Grorce R. McAuutirr, M.D. 


New, G. B.: Malignant Tumors of the Antrum of 
Highmore: End-Results of Treatments. Arch. 
Ololaryngol., 1926, iv, 201. 


The combination of cautery and radium, as 
employed since 1917 in the Mayo Clinic for the 
treatment of malignant tumors of the antrum of 
Highmore, has eliminated the operative deaths 
usually occurring in this disease and has resulted in a 
higher percentage of cures than previous operative 
measures. 

During the eight-year period from 1917 to 1924 
inclusive, 168 patients with malignant tumors of 
the antrum were examined. One hundred and 
twenty-nine had primary tumors of the antrum and 
thirty-nine had tumors of the antrum secondary to 
tumors of the upper jaw. This division is not 
absolute as it is sometimes difficult to determine the 
origin of the tumor. 

In the selection of patients for treatment, the 
usual factors were considered, namely, the age of 
the patient, the extent of the tumor, the previous 
treatment, and the duration of the disease. Ninety- 
seven of the patients (seventy with primary tumors 
and twenty-seven with secondary tumors) were 
treated by cautery and radium. More extensive 
tumors can be treated by this method than by 
surgery alone. 

Diathermy has almost entirely replaced the use of 
soldering irons because it requires no protection for 
the surrounding tissues and may be employed with 
greater facility. 

The end-results in the treatment of malignant 
tumors of the antrum with the cautery and radium 
have confirmed the conclusions made in a report 
published in 1920. ‘There were no operative deaths 
among the ninety-seven. patients treated. Of the 
seventy patients with primary tumors, nine lost the 
eye on the involved side. Of the twenty-seven 
patients with secondary tumors, two lost an eye. 
Of the seventy patients with primary malignant 
tumors of the antrum, twenty-one (30 per cent) were 
living from a year and a quarter to eight years after 
the treatment. Of the twenty-seven patients with 
secondary malignant tumors of the antrum, fourteen 
(51.8 per cent) were living from a year and a quarter 
to eight years later. Of the ninety-seven patients 
with primary and secondary malignant tumors of 
the antrum, thirty-five (36 per cent) were living 
from a year and a quarter to eight years later. 


PHARYNX 
Berven, E.: The Radiological ‘Treatment of Sar- 
coma of the Tonsil. Acta radiol., 1926, vi, 183. 
The author reviews bricfly the various theories 
concerning the nature of lymphosarcomata and the 
clinical signs and symptoms of sarcomata of the 
tonsils. He discusses the differential diagnosis of 
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tonsillar sarcomata from involvement of the tonsils 
by: (1) benign inflammatory and ulcerative proc- 
esses, (2) diphtheria, (3) actinomycosis, (4) tubercu- 
losis, (5) syphilis (luetic ulcerations and tumors), 
(6) cancer, and (7) leukemic and pseudo-leukemic 
processes. 

The great difficulty of making a correct differential 
diagnosis of a tumor when lues and malignancy are 
both present and the danger of procrastinating with 
anti-syphilis treatment before beginning radiological 
treatment in this type of case are emphasized. 

The various views as to the risk of operative inter- 
ference in sarcoma of the tonsil and the influence of 
operation on the prognosis in these cases are dis- 
cussed. The serious result of operation which is 
not combined with immediate postoperative radio- 
logical treatment was demonstrated by the rapid 
growth of the sarcoma after tonsillectomy in a 
number of cases in the author’s series. 

The difficulty of establishing the diagnosis of sar- 
coma even by microscopic examination is empha- 
sized. According to the author’s experience with 
malignant tonsillar t umors, a diagnosis of the ab- 
sence of malignancy is not conclusive unless it is 
supported by all of the clinical factors. When the 
microscopic examination is positive, it supports the 
clinical diagnosis, but when it is doubtful or negative, 
it does not rule out the presence of malignancy. 

Berven describes his technique for making a biopsy 
with the least possible risk of causing a spread of the 
tumor. 

In his treatment of tonsillar sarcomata, radium 
and the roentgen rays are combined. The roentgen- 
ray treatment is administered to the neck over a 
field about 10 by 10 cm. square, corresponding to the 
location of the tonsils and the lymph nodes in their 
immediate neighborhood. A skin-target distance of 
4o cm., a filter of 4 mm. of aluminum or 14 mm. of 
copper, and a current of 180 kw. are used. Nine 
treatments of one-sixth the skin erythema dose or 
six treatments of one-fourth the skin erythema dose 
are given in the course of from ten to fourteen days. 
The total dose is about one and one-half times the 
skin erythema dose. With the use of the sam~ tech- 
nique, a second and third series of treatments total- 
ing one skin erythema dose are given at intervals of 
two months. 

The radium treatment is given between the first 
and second roentgen-ray series, about three weeks 
after the beginning of the treatment. By means of 
an apparatus designed by Berven and described in 
Acta radiologica for 1923, p. 213, the radium tubes 
are applied to the surface of the tumor, from 500 to 
1,500 mgm.-hrs. of radium clement being employed 
according to the size and spread of the tumor. The 
filter used is equivalent to 1 to 2 mm. of lead. 

Of thirty-two patients with tonsillar tumors, most 
of which were diagnosed microscopically as lympho- 
sarcomata, seven (21 per cent) have been free from 
symptoms for from three to nine years since the 
treatment, eleven (34 per cent) have been free from 
symptoms for one year or more, seventeen (53 per 
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cent) have been free from symptoms for from one- 
half to nine years, fifteen received only temporary 
or no relief from the treatment, and four are dead. 


Fay, T.: Intracranial Division of the Glossopharyn- 
geal Nerve Combined with Cervical Rhizotomy 
for Pain in Inoperable Carcinoma of the 
Throat. Ann. Surg., 1926, lxxxiv, 456. 


The case reported by Fay was that of a woman 
who had an inoperable carcinoma of the tongue and 
soft palate with constant severe pain within and 
behind the left ear and in the throat and a very dis- 
tressing dysphagia. Previously the patient had 
received palliative treatment in the form of a 
sphenopalatine injection, radiation, and the admin- 
istration of 2 gr. of morphine daily in addition to 
allinol. 

The operation performed by the author was done 
under rectal anwsthesia and required five hours. 

The upper three cervical vertebra were exposed 
by a midline incision and a laminectomy of the atlas, 
axis, and the third cervical vertebra was done. The 
incision was then extended to the left at right angles 
to the original midline wound and carried almost to 
the mastoid but sufficiently below the superior 
occipital ridge to avoid the occipital artery. ‘The 
occipital craniotomy that followed exposed the left 
cerebellar hemisphere as far as the mastoid ridge and 
below along the margin of the foramen magnum. 

Just to the left of the midline over the upper 
cervical cord a fishhook-shaped incision was made 
in the dura, extending through the circular sinus, at 
the level of the foramen magnum. ‘This incision was 
then carried upward parallel with the occipital sinus, 
almost to the upper margin of the bony opening, 
where it was continued in a semicircle to the left 
and downward toward the mastoid. 

The dural flap was then carefully dissected from 
the arachnoid and retracted in the direction of the 
left shoulder. By means of its spinal portion the 
eleventh nerve was traced upward and through the 
jugular foramen into the skull. At its point of 
emergence it was found to be joined immediately by 
a few filaments of the left vagus, and just cephalad 
to this, a small structure about the size of a match 
stick was identified as the glossopharyngeal emerging 
at the same point. This exposure was facilitated by 
gentle elevation of the left cerebellar hemisphere. 

The ninth nerve was isolated, the dura opened, 
and the nerve secured upon a hook and avulsed. At 
this moment the pulse rate dropped suddenly from 
125 to 80, probably because of vagus irritation. 
The upper two cervical roots were then isolated, 
crushed, and destroyed, this being followed by 
closure of the dura and approximation of the 
muscles. The wound healed by primary intention 
and the postoperative course was uneventful. 

Following the operation, there was marked relief 
of the pain. Morphine was no longer necessary. In 
two weeks the patient gained 12 lbs. in weight and 
at the end of that time was in condition to resume 
radiation treatment. Antuony F. Sava, M.D. 


NECK 
Cameron, A. T., Kitchen, H. D., and McRae, D. F.: 
The Physical Examination and the Determina- 
tion of the Basal Metabolic Rates of a Group 
of Young Adults. Canadian M. Ass. J., 1926, xvi, 
I20I. 

Of 193 male students examined, 47.6 per cent 
were found to be both functionally and physically 
normal and 58.5 per cent functionally normal. 
Among the females examined the only abnormality 
was thyroid enlargement The basal metabolism 
figures were found to be in agreement with the 
standards of Dubois and Benedict. The Sanborn 
tables in use at present are about 5 per cent too high 
for young adults. The formula of Read for calcula- 
tion of the basal metabolic rate from the pulse 
pressure and pulse rate is rejected by the authors for 
clinical use. Wicwiam J. Pickett, M.D. 


Marine, D.: Simple Goiter and Its Prevention. 
J. Am. M, Ass., 1926, \xxxvii, 1463. 

Enlargements of the thyroid gland may be 
classified as: 

1. Thyroid insufliciencies; simple goiter (endemic, 
epidemic, sporadic). 

2. Exophthalmic goiter: (a) Graves’ disease, (b) 
hyperthyroidism, and (c) thyrotoxicosis. 

There is no essential relationship between the two 
groups. 

Although goiter has been ascribed to many causes, 
it is now most generally believed to be due to iodine 
deficiency resulting in compensatory enlargement of 
the thyroid gland. This deficiency is most apparent 
at puberty, during pregnancy, lactation, and the 
menopause, and during infections and intoxications. 

The administration of iodine to meet this de- 
ficiency has proved of great value. The author 
advocates the use of table salt containing from 
0.005 to 0.01 per cent sodium or potassium iodide. 
To prevent the occurrence of goiter during puberty, 
pregnancy, lactation and the menopause he recom- 
mends the administration of a tablet containing 
1/10 gr. of iodine once a week. During pregnancy 
this will protect both the mother and the child from 
thyroid enlargement. Goiter in the developmental 
stage may be controlled by the administration of 1 
or 2 mgm. daily. An important factor in the pre- 
vention of simple goiter is the prevention of benign 
tumors such as adenomata. 

WituraM J. Pickett, M.D. 


Else, J. E.: The Relationship of Iodine to the 
Human Thyroid Gland. Northwest Med., 1926, 
XXV, 419. 

For the thyroid gland to function properly it 
must receive a sufficient amount of iodine. It has 
been estimated that the body needs approximately 
% mgm. of thyroxin daily. As thyroxin is made up 
of 65 per cent of iodine, the thyroid gland must be 
furnished with 0.22 mgm. of iodine each day. 

The great majority of adult patients with goiter 
give a history of adolescent goiter. In their work in 





—sSsS -— -— = 








SURGERY OF THE 


Akron, Ohio, Kimball and Marine demonstrated 
that simple adolescent goiter can be easily pre- 
vented by the use of iodine. ‘The author is therefore 
of the opinion that probably all goiters regardless of 
type are due to a primary iodine deficiency. 

Else recommends iodized salt for cooking and 
table use or the administration of 10 mgm. of iodine 
per week, preferably in the form of a chocolate 
tablet. 

In colloid goiter, however, the increase in the 
thyroxin-containing colloid causes a distention of 
the acini, and the stretching of the walls changes the 
cells lining the acini from cuboidal to flat cells, 
thereby impeding their function. Although iodine 
given early will cause a sufficient thyroxin secretion 
to prevent an oversecretion of colloid and the 
flatteni* g out of the cells, it does not result in the 
incrcased production of thyroxin after the cells have 
become flattened out and their function has been 
reduced or entirely suspended. 

In cases of late diseased thyroid glands, thyroxin 
should be given instead of iodine at first. After the 
gland has rested, iodine may be administered. 

Howarp A, McKnicut, M.D. 


Rienhoff, W. F., Jr.: Involutional or Regressive 
Changes in the Thyroid Gland in Cases of 
Exophthalmic Goiter and Their Relation to 
the Origin of Certain of the So-Called Adeno- 
mata. Arch. Surg., 1926, xiii, 391. 

From a study of the histological structure of the 
thyroid gland in a series of seven exophthalmic 
goiters before and after clinical remission, Rienhoff 
draws the following conclusions: 

1. Associated with a clinical remission, whether 
artificial or spontaneous, in cases of exophthalmic 
goiter, there occur involutional changes in the 
histological structure of the thyroid gland which are 
just as definite and fundamental as the microscopic 
alterations occurring during hypertrophy and 
hyperplasia. 

2. ‘These involutional changes are of three types: 
(1) a normal or average degree of microscopic altera- 
tion occurring throughout the gland as a whole, (2) 
areas of hyperinvolution, and (3) areas of hypo- 
involution. 

3. The normal or average extent of involution 
occurring in a case of exophthalmic goiter during a 
clinical remission represents the nearest return to 
the normal histological structure of the thyroid 
gland that can take place in a gland once the site of 
hypertrophy and hyperplasia. 

4. The normal or average degree of involution 
occurring during a remission in the series of seven 
cases studied was characterized by: (a) an increase 


HEAD AND NECK 181 


in the amount and density of the colloid; (b) an 
increase in the size and regularity of the acini; (c) an 
increase in the amount of connective tissue in the 
septa and scarring throughout the gland; (d) a 
decrease in the size and height and a change in the 
shape of the epithelial cells from high columnar to 
cuboidal or endothelial cells; (ec) a decrease in the 
cytoplasmic bodies or constituents; (f{) a decrease in 
the vascularity of the gland; and (g) a decrease in 
the vacuolization of colloid and the deposits of 
lymphocytes. 

5. Areas of hyperinvolution correspond clinically 
and histologically to the so-called colloid adenomata, 
cystic adenomata, fetal and colloid or mixed 
adenomata, and colloid cysts. 

6. The areas of hypo-involution are localized 
encapsulated areas of persistent hypertrophy and 
hyperplasia which have been termed “miliary 
adenomata” by Ewing and “diffuse adenomata” 
by others. 

7. Involution of the thyroid gland occurs follow- 
ing hypertrophy and hyperplasia, whether these be 
physiological or pathological. 

8. These areas of hyperinvolution and hypo- 
involution are not benign neoplasms of the thyroid 
gland or adenomata but merely residual histological 
alterations occurring during an involution of the 
thyroid gland following hypertrophy and hyper- 
plasia. 

9. These areas of hypcrinvolution or involutional 
bodies may undergo subsequent microscopic altera- 
tions denoting hypertrophy and hyperplasia’ in 
sympathy with the changes occurring in the gland 
as a whole. Thus, an increase in their size may 
occur following each exacerbation and remission. 

10. In this study of seven controlled cases these 
involutional bodies were directly observed to occur. 
In fifty cases of exophthalmic goiter undergoing 
spontancous remissions and subsequent exacerba 
tions, the same involutional structures were observed 
in all degrees of development. In fifty cases in which 
iodine treatment was given, areas of hyperinvolution 
occurred in abundance. 

11. New tissue formation was not found in any 
of the areas of hyperinvolution. 

12. True parenchymatous or fetal adenomata of 
the thyroid gland occur, but should not be confused 
with the involutional bodies that are not adenomata. 

13. In order properly to interpret the many and 
bizarre microscopic alterations observed in a st udy 
of diseases of the thyroid gland, a knowledge of the 
histological changes occurring during involution is 
necessary. 

The article is very well illustrated with photo- 
micrographs. Joun J. Maroney, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Dandy, W. E.: The Treatment of Chronic Abscess 
of the Brain by Tapping. J. Am. M. Ass., 1926, 
Ixxxvii, 1477. 

Dandy states that many deaths in cases of chronic 
abscess of the brain are probably due to the treat- 
ment rather than the abscess itself. The methods 
of drainage in present use result in oedema and 
encephalitis. Most brain abscesses cause death 
through increased intracranial pressure. When 
cerebral herniation results, a vicious cycle is 
established which renders the prognosis extremely 
unfavorable. The dangers of drainage are in direct 
proportion to the depth of the abscess and the size of 
the bony and dural defect, and are inversely pro- 
portional to the size and chronicity of the abscess. 

Some abscesses of the brain become cured spon- 
taneously. When the acute infection is overcome, a 
well walled-off chronic abscess results. The problem 
then is the slowly increasing intracranial pressure. 

In such cases the author’s treatment is merely 
evacuation of the pus on one or more occasions. 
This is done through a small perforation in the skull 
and a tiny nick in the dura. The pus is allowed to 
flow until it stops; no irrigation or aspiration is used. 
The needle is then removed and the skin closed 
tightly. 

This procedure has proved of value only in cases 
of chronic abscess. In cases of acute abscess the 
prognosis is far less favorable. If an acute abscess 
cannot be transformed into a chronic abscess, the 
condition is hopeless. = Arserr S. Crawrorp, M.D. 


Dundas-Grant, Sir J.: Six Cases of Facial Paralysis. 
Proc. Roy. Soc. Med., Lond., 1926, xix,.Sect. Otol., 
49. 

The author reports six cases in which facial 
paralysis was cured or produced by mastoidectomy. 

Case 1 was that of a boy of 12 years who had 
suppurative otitis media on the right side for nine 
months and partial facial paralysis on the right side 
for one month. The paralysis had been complete 
for two days. A radical mastoidectomy cured the 
paralysis in about two weeks. 

The second case was that of a 14-year-old boy 
who had had facial paralysis on the left side as- 
sociated with chronic tuberculous suppuration of 
the middle ear. After mastoidectomy followed by a 
general supportive régime the paralysis disappeared 
and the discharge decreased. 

Case 3 was that of a middle aged man with acute 
suppurative otitis media. Mastoidectomy resulted 
in complete paralysis of the facial nerve. The 
paralysis cleared up under galvanic treatment. 
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Case 4 was that of a woman 30 years of age who 
developed facial paralysis after a simple mastoidec- 
tomy. A radical mastoidectomy cured the infection, 
but the paralysis persisted for several weeks. It 
then gradually disappeared under massage. 

Case 5 was that of a man 30 years of age who had 
had facial paralysis for six months. Testing with a 
weak galvanic current gave no reaction of degenera- 
tion. Mild faradism then resulted in vigorous action 
of all of the facial muscles and complete disappear- 
ance of the paralysis. 

Case 6 was that of a woman aged 47 years who 
had facial paralysis associated with suppurative 
otitis media. Radical mastoidectomy relieved the 
infection, but did not help the facial paralysis. The 
paralysis was present twenty years later. 

In the discussion of this report it was brought out 
that electricity and massage must not be used too 
vigorously in such cases. When employed in 
moderation they help to keep the muscles in good 
condition although they probably do not influence 
the nerve lesion. Apert S. Crawrorp, M.D. 


SPINAL CORD AND ITS COVERINGS 


Dandy, W. E.: Abscesses and Inflammatory 
Tumors in the Spinal Epidural Space (So- 
Called Pachymeningitis Externa). Arch. Surg., 
1926, Xili, 477. 


Dandy calls attention to a peculiar disease of 
which sporadic cases have been reported in the 
literature from time to time under various names 
such as ‘‘ perimeningitis” and ‘‘extrathecal abscess.” 
To the cases reported in the literature he adds three 
new ones. 

Abscesses may arise in the spinal epidural space 
by direct extension, by metastasis from phlebitis, 
furunculosis, bronchitis, etc., following trauma, or 
without known cause. A definite space in which 
they may develop exists only over the posterior 
aspect of the cord, in the thoracic and lumbar 
regions. This space is absent over the cervical en- 
largement and is shallow over the lumbar swelling. 
It becomes deepest where the mass of the cord or its 
spinal roots is smallest--in the upper dorsal and 
lower lumbar regions. It is filled with fat and areolar 
tissues which afford a foothold for hamatogenous 
infections, but the tissues possess some ability to 
wall off abscesses developing in this region. 

In all of the twenty-five cases of acute epidural 
infections there were only two recoveries. Both of 
these followed laminectomy with drainage. 

The diagnosis should be possible as the symptoms 
are usually consistent. The first symptom is pain 
which is more severe than that from a tumor of the 
cord and occurs along the nerves and in the legs. 
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After a latent period of from four to nine days there 
is a sudden onset of paraplegia with a sharp level, 
which often gradually ascends. Other character- 
istics of the condition are a high fever, a leucocytosis, 
tachycardia, and tenderness of the spine. On spinal 
puncture, organisms may be found, perhaps because 
of passage of the needle through the abscess, and 
there is always a leucocytosis. A spinal block recog- 
nizable by manometric tests may be present. 
Chronic inflammatory epidural tumors give a very 
different picture. The pain is as severe, but comes 
on over a period of weeks or months. The latent 
period preceding the paralysis is longer and the 
paralysis develops slowly and is often incomplete. 
In four of the nine cases reported the condition 
appeared to have been either tuberculous or syph- 
ilitic, and in four others staphylococci were identi- 
fied. Operation was performed in six cases. In four 
of these, including the author’s three, recovery re- 
sulted. ‘The operation revealed a tumor-like inflam- 
matory mass which in most instances contained 
miliary subacute abscesses. The dura should not be 
opened. The tumor should be removed. The wound 
usually breaks down and drains for a long time. 
Tracy J. Putnam, M.D. 


MISCELLANEOUS 


Forbes, A., Cannon, W. B., O’Connor, J., Hopkins, 
A. McH., and Miller, R. H.: Muscular Rigidity 
With and Without Sympathetic Innervation. 
Arch. Surg., 1926, xiii, 303. 

A review of the literature on muscle tonus makes it 
appear extremely improbable that “contractile” 
and “plastic” tonus are two distinct functions 
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depending respectively on the cerebrospinal, medul- 
lated nerve fibers and those arising from the sympa- 
thetic chain. The experimental evidence on which 
this theory is based is especially conflicting. 

In the investigation reported in this article the 
cat was used because the results of decerebration 
in this animal are well known. If the phenomena 
seen in goats and birds—the animals originally used 
—are to be expected in man, they are to be expected 
in the cat also. The sympathetic innervation of one 
limb was severed either immediately after decerebra- 
tion or at intervals of from three to eighty days 
before it. By means of a spring balance applied to 
certain fixed points of the skeleton under standard 
conditions, an attempt was made to measure the 
tonus of each limb as objectively as possible by 
measuring and plotting the amount of flexion (in 
degrees of the arc) produced at various joints. 

The results showed wide variations in rigidity, 
depending on postures imposed on the animal and 
almost as great variations apparently dependent on 
conditions of the experiment not subject to control. 
Sometimes there was less rigidity on the side 
operated on and sometimes more than on the other 
side. When the measurements of the entire series 
were averaged, the side operated upon showed 
slightly less rigidity, but this difference was small as 
compared with the individual fluctuations in both 
directions which made up the average. 

The authors conclude that if there is any loss of 
tonus as the result of the operation, it is insignificant. 
Certainly decerebrate rigidity persists at least ap- 
proximately undiminished and manifests its plastic 
features after sympathectomy. 

Tracy J. Putnam, M.D. 
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TRACHEA, LUNGS, AND PLEURA 


Lilienthal, H.: Pulmonary Tuberculosis: Some 
Points in Its Treatment by Surgery. North- 
west Med., 1926, xxv, 457. 

Two results which should be obtained from surgi- 
cal interference in pulmonary tuberculosis are: (1) 
the establishment of a state of rest with consequent 
diminution of septic absorption, and (2) the empty- 
ing and continued drainage of the air passages and 
associated cavities. 

Drainage can be accomplished either by expulsion 
of the discharges through the bronchial tree, trachea, 
and mouth, or through a direct opening made 
through the chest wall into the part to be drained, 
whether bronchus or cavity. 

The author discusses the more usual procedures of 
thoracoplasty, phrenic nerve avulsion, and extra- 
pleural compression with apicolysis. 

SAMUEL Kann, M.D. 


Jacobeeus, H. C.: On Bronchography in Cases of 
Purulent Lung Affections. Ac/a radio!., 1926, vi, 616. 


Jacoboeus reports six cases of purulent lung 
affections, most of them cases of bronchiectasis in 
which bronchography with lipiodol according to the 
Sicard and Forestier method was done for treatment 
as well as diagnosis. In order to determine the value 
of the method, the X-ray pictures made with and 
without lipiodol were compared. 

In Case 1 the lipiodol method was the only means 
by which it was possible to determine the position 
and appearance of the bronchiectasis. 

In Case 2 the lipiodol method gave only a little 
information, but the repeated injections of the oil 
relieved the symptoms. 

In Case 3 particularly important information was 
derived from the lipiodol examination and the 
injections caused a slight but evident improvement 
in the patient’s condition. 

In Case 4 the limitations of the method were 
demonstrated. The lumen of the bronchus leading to 
a chronic abscess was obstructed by mucus which 
prevented the lipiodol from entering the cavity. 

Case 5 showed strikingly the value of lipiodol in 
diagnosis of bronchiectasis. In this instance the oil 
had no therapeutic effect. Pneumothorax also failed 
because of the presence of adhesions. 

Case 6 also demonstrated the diagnostic value of 
lipiodol examination. 


Harrington, S. W.: The Surgical Treatment of 
Pulmonary Suppuration. J. Am. M. Ass., 1926, 
Ixxxvii, 1200. 

Harrington discusses pyogenic infections of the 
parenchyma and of the bronchi. Since in practically 


every case of abscess of the lung there is a certain 
amount of bronchial involvement, and in nearly all 
cases of bronchiectasis there is an associated 
parenchymatous lesion, the term used depends upon 
the tissue predominantly affected. 

The etiology and symptoms of pulmonary sup- 
puration are discussed. Reference is made to the 
common confusion of the diagnosis when hamor- 
rhage is manifested in cases of bronchiectasis of in- 
sidious origin. The value of roentgenological and 
bronchoscopic examination is emphasized. 

Accurate diagnosis is essential before any method 
of treatment for pulmonary suppuration is under- 
taken. The majority of acute cases respond to 
well-regulated medical management. Surgical treat- 
ment should therefore be reserved for cases in which 
the condition does not improve under medical 
management and, when indicated, should be in- 
stituted without delay. 

In cases of chronic abscess the surgical indications 
are fairly definitely established and the results quite 
satisfactory. With regard to the chronic bron- 
chiectatic types of pulmonary suppuration there is a 
diversity of opinion as to the most effective surgical 
procedure because the results of operation are often 
not satisfactory and many of the operations 
advocated have a high mortality. When the disease 
is localized, surgical drainage or removal of the 
diseased tissue is to be considered. The diffuse 
unilateral cases are the most formidable of this 
group. Surgical collapse of the lung gives marked 
relief of the symptoms in most cases and complete 
subjective relief in many, with a negligible mortality. 


Tuffier: Pleuroparietal Décollement in Pleuro- 
pulmonary Surgery (Décollement pleuroparictal 
en chirurgie pleuropulmonaire), Arch. méd.-chir. 
de V’appar. respir., 1926, i, 28. 


The operation of pleuroparietal décollement—the 
stripping of the parietal pleura from the thoracic 
wall—was first described as a means of facilitating 
access to the lung and performed by Tuffier in 1891. 
Since then, Tuflier has performed it in fifty-five 
cases. As a means of exploration to determine the 
extent of pulmonary involvement it has now been 
supplanted by the X-rays. Today, it is used chiefly 
to establish a partial temporary or permanent pul- 
monary collapse. In general, artificial pneumo- 
thorax is better than pleuropulmonary décollement 
for this purpose, but the latter may be used as a 
supplement to artificial pneumothorax, for example, 
to free an apex which is fixed by adhesions. Similar- 
ly, it may be employed to collapse the upper lobe 
while the lower lobe is controlled by phrenicotomy. 

In order to render the collapse permanent, the 
author has tried to fill in the extrapleural cavity 
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formed with grafts of fatty tissue, omentum, or 
firmer fibrous tissue. Other surgeons have used for 
this purpose substances with a paraffin base, gauze 
pads, rubber bags, and pedicled grafts of muscle. 
When it is desired to collapse the upper lobe, no rib 
resection is done. Under local or general anesthesia 
a simple intercostal incision is made in the second 
interspace, the pleura is stripped, and the cavity is 
filled with fatty tissue removed from another patient 
who is being operated upon at the same time. Three 
typical cases in which this procedure was used are 
reported. 

If proper precautions are taken, the graft takes 
and permanent compression is obtained. 

Because of the pressure produced in the medi- 
astinum, the likelihood of infection, and the diffi- 
culty of making extensive grafts take, the author is 
opposed to extensive décollement and the filling of 
the large cavities so produced with huge blocks of 
fat or paraffin. He suggests that in some cases in 
which, at the present time, extensive rib resections 
are performed, collapse of the upper lobe might be 
obtained by the procedure described and the method 
of rib resection used to collapse only the lower 
portions. LAWRENCE JACQuEs, M.D. 


Smirnof, S. A.: On Simple and Combined Ligations 
of Pulmonary Vessels. Ann. Surg., 1926, Ixxxiv, 
317. 

In experiments on dogs, ligation of the pulmonary 
artery or its branches demonstrated that powerful 
collaterals with the bronchial arteries are present 
and that after ligation these will soon allow the 
ligated vessels to become distended back up to the 
ligature. However, disturbances of the circulation 
in the lungs following ligation of the branches of the 
pulmonary artery resulted in fibrotic atrophy of the 
lung and destroyed its function. 

Isolated ligation of the pulmonary vein or its 
branches was followed by pulmonary oedema. 

Simultaneous ligation of the pulmonary artery 
and vein of the left lower lobe caused a shrinkage of 
the lobe. In one experiment, this lobe was found 
practically airless on the forty-first day. Experi- 
mental data thus lead to the conclusion that the 
animals do not die when both the artery and vein 
are ligated, whereas when the vein alone is ligated 
they suffer from pulmonary oedema. Therefore if 
the vein must be ligated the artery should be tied off 
also. 

Ligation of the bronchial arteries and veins was 
accomplished by ligating the vessels upon the 
bronchus, constricting the bronchus but not neces- 
sarily obstructing it. ‘These experiments showed 
that only slight changes resulted and therefore that 
although the bronchial arteries are considered to be 
the vessels nourishing the pulmonary tissues they are 
not absolutely necessary for the life of the lung and 
bronchi. 

Simultaneous ligation of the bronchial vessels and 
the pulmonary vein or artery resulted in gangrene of 
the lung. Ratru B. Berrman, M.D. 


Schlueter, S. A., and Weidlein, I. F.: Surgery of the 
Lung: Experimental Lobectomy and Pneu- 
mectomy. Arch. Surg., 1926, xiii, 459. 

The authors’ interest in lobectomy and pneu- 
mectomy was the result of a desire to remove lung 
lobes from dogs in which they had established lung 
abscesses for the purpose of studying the lesion at 
various stages of the development without killing 
the animal. From a review of the literature on the 
subject, a method was chosen which seemed to em- 
body correct surgical principles and to this the 
authors added several refinements of technique, The 
danger of an abscessed lung with which they were 
confronted subjected the method to an unusually 
severe test as compared with the experimental work 
of others in which normal dogs were used. Never- 
theless the results proved highly satisfactory. ‘The 
technique was as follows: 

The bronchus was first isolated, care being taken 
to preserve the blood-bearing peribronchial tissues. 
With the lung in a deflated state, each bronchus was 
ligated near the lobe with linen. At a point just 
proximal to the linen ligature the bronchus was 
crushed with a clamp and a ligature of No. 1 chromic 
catgut was placed about the upper portion of the 
crushed area. The bronchus was then severed with 
a knife and both ends of the stump were cauterized 
with phenol and alcohol. A pursestring suture of 
No. 1 chromic gut was then placed in the bronchial 
wall a short distance from the stump, care being 
taken to include the wall of the bronchus without 
perforating into the bronchial lumen. The stump 
was invaginated. To reinforce the closure further, 
three mattress sutures of silk were placed across the 
stump. These sutures also were introduced into the 
bronchial wall but did not penetrate into the lumen. 
A final pursestring suture was placed in the loose 
peribronchial tissue to cover the layer of mattress 
sutures. 

Clinically the removal of a lobe of lung would be 
less hazardous if infection from the bronchial lumen 
were avoided. The authors believe that the method 
used by them in their experimental work may be of 
assistance in securing an aseptic air-tight closure of a 
bronchus in clinical cases. 

Howarp A. McKnicur, M.D. 


Macrae, D., Jr.: Emergency Lung Surgery. //linois 
M.J., 1926, 1, 216. 

In Macrae’s opinion, immediate surgery in emer- 
gency chest conditions might save many lives. 
Early in 1916, Duval began performing an extensive 
thoracotomy in war wounds and thereby reduced 
the mortality in cases of severe open wounds from 
100 to 30 per cent. 

Extensive exposure may be made in the human 
chest cavity without serious consequences. Macrae 
believes that the technique of war surgery of the 
chest should be used in civil practice. For all cases 
of acute traumatic conditions of doubtful prognosis 
he advocates thoracotomy with delivery of the lung 
and arrest of the hemorrhage. He is of the opinion 
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that action should be as prompt in emergency chest 
conditions as in acute conditions of the abdomen. 
WiLiiAM E. SHACKLETON, M.D. 


(ESOPHAGUS AND MEDIASTINUM 


Vreeland, C. E.: (sophageal Obstructions: Pre- 
cise and Safe Methods in Diagnosis and Treat- 
ment. Ann. Clin. Med., 1926, v, 264. 

Vreeland classifies oesophageal obstructions as 
intra-cesophageal and extra-oesophageal. The causes 
of the former include carcinoma, cardiospasm, 
idiopathic dilatation, benign stenoses, diverticula, 
and foreign bodies, and those of the latter, aneurisms, 
enlargement of the heart, pleural effusion, enlarge- 
ment of the mediastinal glands, and mediastinal 
tumors. Before the stomach tube or bougies are used 
the type of obstruction must be determined by care- 
ful examination and laboratory tests. Direct oeso- 
phagoscopy will rarely be necessary. 

Foreign bodies should be removed by means of the 
csophagoscope. Diverticula can often be prevented 
from filling by restricting the patient’s diet to soft 
foods. The cavities may sometimes be emptied by 
external pressure with the fingers. Cardiospasm can 
be relieved by the use of an air-pressure bag fastened 
to a whalebone bougie or flexible’ wire and passed 
down over a silk thread or a piano wire on a silk 
thread. In cases of multiple cicatricial stenoses the 


silk thread guide method with graduated olives in 
place on a flexible piano wire is best. Vreeland uses 
two wires, the brazed-on head of one being 1% in. from 
the head of the other. This affords double security 
because if one wire should break there would still 
remain the other wire for the removal of the olives. 

Carcinomatous strictures may be kept open to 
the extent that gastrostomy is rarely necessary. 

TrA FRANK, M.D. 


Mandelbaum, M. J.: An Easier Method of Intro- 
ducing the @sophagoscope. Arch. Ololaryngol., 
1926, iv, 307. 

When there is persistent contraction of the 
cricopharyngeus muscle in cases in which cesopha- 
goscopy is indicated the author introduces the 
cesophagoscope in the usual manner down to the 
constricted muscle and then uses the Jackson type 
of oesophageal bougie (No. 8 or 1o French scale), 
passing it through the tube about 0.5 cm. beyond 
the distal opening of the cesophagoscope and then 
withdrawing it the same distance. When this is 
repeated several times, the oesophagoscope enters 
the oesophagus readily. 

In cases of diverticula in the region of the crico- 
pharyngeus muscle and in high or low obstruction 
of the oesophagus due to external pressure, special 
care must be taken in advancing the cesophagoscope 
along the bougie. IRA FRANK, M.D. 
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SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Case, J. T., and Upson, W. O.: Roentgenological 
Aspects of Various Types of Hernia. J. Am. 
M. Ass., 1926, Ixxxvii, 891. 


The authors have found the roentgen ray of 
practical use in the diagnosis of retroperitoneal, 
diaphragmatic, inguinal, and postoperative herniz. 

Retroperitoneal herniw are of four types: (1) 
duodenal herniwz, (2) paracecal hernia, (3) inter- 
sigmoid herniz, and (4) herniz into the lesser 
peritoneal cavity through the foramen of Winslow 
or the transverse mesocolon. 

The most common paraduodenal hernia occurs 
in relation to the superior and inferior paraduodenal 
loop. It is three times as frequent on the left side as 
on the right. Roentgenograms of two cases reported 
show a spherical well-rounded zone in which the 
small intestine is confined. 

Paracecal and intersigmoid herniz are rare. Ina 
case of the former, which is reported, stereoroent- 
genograms showed several coils of small intestine 
behind and to the right of the ascending colon and 
the caecum. 

Hernia into the lesser peritoneal cavity may be 
correctly diagnosed before operation from the roent- 
genogram and the use of manipulation with the 
protected hand under the fluoroscopic screen. 

Diaphragmatic herniz occur through the posterior 
part of the diaphragm on the left side ten times as 
often as on the right side. ‘They must be differ- 
entiated from relaxation and eventration of the 
diaphragm. Their contents may include the stom- 
ach, small intestine, colon, omentum, spleen, liver, 
pancreas, and kidney. Spontaneous reduction of the 
hernia may occur just prior to the examination and 
render the diagnosis difficult. Diagnosis by means of 
the X-ray demands the demonstration of a part or 
all of the viscus above the diaphragm. ‘The patient 
should be examined in the erect and_ horizontal 
positions. Rarely, a fluid level may be demonstrated 
in the stomach or bowel above the diaphragm. ‘To 
delineate the portion of the stomach above the 
diaphragm an effervescent powder may be given 
before the opaque material. ‘To reveal the presence 
of the colon in the thorax air may be injected per 
rectum. 

Diaphragmatic hernia must be differentiated from 
eventration, diverticulum of the oesophagus, hour- 
glass stomach, sacculated air or fluid and air in the 
chest, thoracic stomach, diverticulum of the stom- 
ach, and gastric ulcer causing cicatricial contraction 
with concomitant relaxation of the left diaphragm. 

In the majority of cases of umbilical and inguinal 
hernia the findings of X-ray examination are of 
secondary importance. 


In cases of postoperative hernia, especially those 
with a history of recurring attacks of abdominal 
distress, roentgenographic examination with the 
opaque meal or possibly with pneumoperitoneum is 
indicated fairly constantly. 

When intermittent obstruction is suspected, 
roentgen-ray studies should be made hourly, begin- 
ning immediately after the barium meal and con- 
tinued as long as any opaque material remains in the 
small intestine. Merte R. Hoon, M.D. 


GASTRO-INTESTINAL TRACT 


Baastrup, C. I.: Some Roentgen Pictures of the 
Inner Surface of the Stomach Under Patho- 
logical Conditions. Acta radiol., 1926, vi, 122. 


This article reports three cases in which valuable 
findings supplementing those of the usual fluoro- 
scopic examination after a Rieder meal were yielded 
by pictures made of the internal surface of the 
stomach according to the method described by 
Baastrup in Acta radiologica, Vol. 3, p. 180. 

One was a case of gastric resection in which the 
barium lines converging in an acute angle seemed 
to mark the cicatrix of the resection. In the two 
other cases there was a spastic hourglass stomach 
without a visible niche in which the manner of con- 
vergence of the barium lines seemed to indicate the 
presence of a cicatrix of an old ulcer. 


Von Bergmann, G., and Berg, H. H.: The Roentgen 
Picture of the Gastric Mucosa. Acta radiol., 
1926, vi, 173. 

The bas-relief of the mucous membrane revealed 
by the use of small amounts of a viscid contrast me- 
dium under a certain degree of compression has been 
studied by the authors for pathological changes in 
persons suffering from gastric complaints. 

Apart from the corona radiata around cicatrizing 
peptic lesions and duodenal and jejunal ulcers, there 
appeared changes in the bas-relief which apparently 
were related to gastritic processes. In the large fold 
and swelling formations found in the bas-relief of the 
stomach in the presence of ulcer or after an operation 
for ulcer, hyperacidity seemed to prevail, while in the 
presence of the coarse wart-like granulation of the re 
lief, subacidity was found. 

Round defects in filling which again disappeared 
possibly corresponded to pseudo-polyps (Schindler), 
while apparently intragastric metastases of a mela- 
nosarcoma caused round defects in filling, the size of 
which seemed constantly to increase. 

The roentgenological study of the relief of the 
mucous membrane obviates the dangers of gastros 
copy. Not only is it of practical value for the 
recognition of peptic and neoplastic changes, but it 
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Marked in-folding of the mucosa in a case of gastro- 
enterostomy with pain. Hight acid values. 


appears also to offer good prospects with regard to 
the problem of gastritis if the macroscopic-morpho- 
logical and the functional-contractile part of the con- 
dition of the mucous membrane can be made intelli- 
gible. 


Shapiro, P. F., and Ivy, A. C.: Gastric Ulcer: IV. 
The Experimental Production of Gastric Ulcer 
by Local Anaphylaxis. Arch. Int. Med., 1926, 
XXXViili, 237. 

The authors produced acute gastric ulcers ex- 
perimentally by local anaphylaxis to specific anti- 
gens. Passively immunized animals yielded the 
same gastric lesions. 

The healing time of the acute ulcers in rabbits was 
usually about twelve days, but one lesion was not 


healed after thirty-three days. In dogs, the healing 
time usually ranged from about twenty-one to thirty 
days, but one lesion was not healed after thirty days. 
In some instances, therefore, these ulcers appear to 
become chronic. 

The production of the acute lesion was followed by 
a period of desensitization. After this period, re- 
injection yielded another ulcer or caused the ex- 
tension of the first one. The injections were repeated 
until the mucosa was riddled with ulcers or was 
occupied by a single large ulcer. Continued re- 
injection of the ulcer at intervals of from three to five 
days progressively desensitized the dog while it 
slightly delayed the healing of the original lesion. 

The local reaction limited the antigen to the site 
of the injection, thus preventing a gencral reaction. 
Diminution of the local reaction was associated with 
an increase in the general reaction. Both local and 
general hypersensitiveness gradually diminished but 
could be elicited by local or general re-injection. 

The anaphylactic nature of the gastric reaction, 
like that of the cutaneous reaction, has been estab- 
lished in rabbits. In these animals the severity of 
the gastric reaction has been shown to parallel the 
precipitin titer of the serum. ‘The authors’ data have 
conformed to most of Wells’ criteria for anaphylaxis. 

In the serum of sensitized dogs, precipitins to plant 
or animal proteins could not be detected. 

The severity of the local reactions was character- 
istic of the particular tissues in which it occurred and 
of the species of the animal. Wide differences were 
observed. In dogs, the gastric reaction was more 
severe than the cutaneous reaction, whereas in rab 
bits the cutaneous reaction was more severe than the 
gastric reaction. 

Ulcers produced in the fundus were practically 
identical with those produced in the pylorus. 

The motility and other intragastric factors had 
no effect on the healing time of these ulcers. 

Positive results were obtained in rabbits and dogs 
with egg albumin, beef protein, oat protein, squash- 
seed globulin, edestin, haemoglobin, and horse serum; 
negative results, with casein, milk, and tuberculin. 

Controls to the mediums of injection and to non- 
specific proteins were negative. 

Marcus H. Hosart, M.D. 


Wolfer, J. A.: Chronic Experimental Ulcer of the 
Stomach: Its Clinical Significance. J. Am. M. 
Ass., 1926, Ixxxvii, 725. 

By means of X-ray irradiation, the author was 
able to produce in the stomachs of dogs chronic 
ulcers which grossly and microscopically resembled 
peptic ulcer in man. These experimentally produced 
ulcers healed slowly, the process requiring from 200 
to 600 days. The author does not believe that the 
repair is delayed by the acid gastric juice. On the 
contrary, he considers the presence of acid desirable. 

When the experimentally produced ulcer was 
situated on the posterior wall of the stomach at the 
lesser curvature near the pylorus the secretory 
response of the stomach was not increased above the 
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range of normality and the animal apparently 
thrived under ordinary dietetic and hygienic con- 
ditions. When the experimentally produced ulcer 
was situated close to the pylorus (within 1 in.) there 
was no definite delay in the emptying time of the 
stomach, but when the ulcer was 2 in. from the 
pylorus, the emptying time was definitely delayed. 
Since it is known that hyperacidity and byper- 
secretion are by no means constant findings in 
chronic peptic ulcer, the author concludes that other 
factors aside from the ulcer play a réle in the per- 
version of function and its attendant symptoms. It 
is common knowledge that the worry, stress, and 
strain of present-day business and social activity 
becomes manifest in an aggravation of gastric 
symptoms in ulcer. It is deducted from a com- 
parative study that the psychic factor plays a 
distinct réle in the production of perverted function. 


Fraenkel, A.: The Crossbar Symptom. Bril. J. 
Radiol., 1926, xxxi, 349. 

The crossbar sign is a new sign of nicheless gastric 
ulcer which is obtained by roentgenkinography. 
During the respiratory pause of twenty seconds 
ten exposures are made. The best method of study 
consists in plotting all the outlines in one diagram 
according to the method of Kaestle, Rieder, and 
Rosenthal (see figure). The sign is difficult to 
demonstrate on the fluoroscopic screen. 





In cases of nicheless ulcer, the diagram obtained 
as described will exhibit a defect of movement on 
the lesser curvature (see area between parallel 
lines). The length of cessation of peristalsis is always 
the same—about 8 mm. Fraenkel designates the 
sign as a ‘“‘crossbar sign” because of the manner in 
which the block intrudes into the lesser curvature. 

The crossbar sign does not indicate the presence 
of an ulcer directly but reveals a segmental func- 
tional alteration of the transverse musculature of the 
stomach due to the ulcer and is analogous to the 
isometric anisotonic contraction of the striped 
muscle. It is characteristic of an ulcer without 
protective connective tissue formation, hence an 
ulcer in danger of perforation. 

The crossbar sign is not absolutely pathognomonic 
of ulcer, but in the group of cases in which the 


presence of an ulcer is suspected clinically it renders 
the diagnosis more certain. 
Cuarctes H. Heacock, M.D. 


Carman, R. D.: Further Observations on the 
Roentgenological Diagnosis of Gastrojejunal 
Uleer. Acta radiol., 1926, vi, 22 


In the period from 1915 to 1926, 200 cases of gas- 
trojejunal ulcer were examined with the X-ray and 
operated upon at the Mayo Clinic. 

In ninety-seven cases the original gastro-enteros- 
tomy had been performed at the Clinic. These con- 
stituted 2.3 per cent of the total number of cases in 
which a gastro-enterostomy was performed at the 
Clinic during the ten-year period. 

Ninety-three per cent of the subjects were men. 
The original lesion was a duodenal ulcer in 89 per 
cent, a gastric ulcer in 4.5 per cent. In 96 per cent the 
primary operation was a posterior gastro-enterosto- 
my, and in 4 per cent an anterior gastro-enterostomy. 
The interval between the primary operation and the 
discovery of the gastrojejunal ulcer ranged from six 
wecks to twenty-one years, but more than half the 
ulcers were found in from one to four years. 

An exact roentgenological diagnosis of gastrojeju- 
nal ulcer is difficult, but in about 80 per cent of the 
series the examiner was able either to make the diag- 
nosis or to report definitely abnormal findings. 

Manifestations of ulcer fall into two groups, name- 
ly, those which denote malfunction of the gastro- 
enterostomy, and those which are characteristic of 
ulcer. Of the indirect signs, a relative enlargement 
of the stomach and six-hour retention are perhaps the 
most important. The direct signs include the niche 
deformity and narrowing of the stoma and irregular 
narrowing of the efferent jejunal loop. Gastrocolic 
fistula resulting from perforated ulcer are some- 
times apparent at examination with the opaque 
meal, but are best demonstrated by the enema. 


Lawrence, J. S., and Bock, A. V.: The Relationship 
Between Gastric Ulcer and Carcinoma of 
the Stomach. Boslon M.& S.J., 1926, exev, 651. 


The authors compare ninety-cight cases of gastric 
carcinoma and forty-eight cases of gastric ulcer. 

In the majority of the cases of gastric ulcer the 
initial symptoms developed about twenty years 
earlier than in the majority of those of gastric 
cancer. The patients with ulcer had had discomfort 
for about eight years before their entrance to the 
hospital, whereas those with carcinoma had dis- 
comfort for about two and a half years before their 
admission. In only eleven of the cases of carcinoma 
was the duration of symptoms more than five years, 
and in five of these there was only very mild 
dyspepsia. In the authors’ opinion an estimate of 10 
per cent would be high for the incidence of car- 
cinoma in ulcer of the stomach. 

A good appetite was twice as common in subjects 
with ulcer as in those with cancer. The loss of 
weight was much more rapid in cases of cancer than 
in those of ulcer. Occult blood was found three 
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times as often in gastric cancer as in gastric ulcer. 
In one-half of the cases of cancer a gastric mass was 
present. In both groups of cases the chief symptom 
was epigastric pain. In the cases of gastric cancer, 
“gas” was a frequent initial symptom. 

In conclusion the authors state that in persons 
beyond the third decade of life, gas, heartburn, and 
constipation of recent onset are warning signs 
demanding immediate X-ray examination. 

Harry C. Sartzstern, M.D. 


Einhorn, M.: Treatment of Gastric and Duodenal 
Ulcers. Med. J. & Rec., 1926, cxxiv, 279. 

Kinhorn reports eight recent cases of penetrating 
and callous ulcers of the stomach and duodenum, in 
all of which the symptoms were alleviated and the 
X-ray findings became negative after duodenal feed- 
ing and medical treatment. Of thirty-four recent 
cases of this type of ulcer, immediate good results 
were noted in all and further progress was good in 
thirty. Since this type of ulcer, which is usually 
considered surgical, yielded so readily to medical 
treatment, the author believes that all patients with 
peptic ulcer should be given medical treatment con- 
sisting in rest in bed, a liberal diet with frequent 
meals, duodenal alimentation, and the use of bis- 
muth, alkalies, olive oil, antispasmodics, and nerve 
sedatives. 

The surgical indications recognized by Einhorn 
in cases of peptic ulcer are: (1) perforation of the 
ulcer, (2) obstruction of the pylorus, (3) suspected 
malignancy, (4) callous ulcers (niches) not yielding 
to rigorous treatment, (5) recurrence of massive 
hamorrhages from the stomach or duodenum en- 
dangering life, (6) small gastric haemorrhages which 
go on uninterruptedly, resist all treatment, and 
endanger life, and (7) gastric distress resisting all 
methods of conservative treatment, continuing over 
a long period of time, and making life unbearable. 

Joun J. MAatonry, M.D. 


Willis, A. M.: Is the Surgical Treatment of Ulcer 
of the Stomach and Duodenum Satisfactory ? 
South. M. & S., 1926, Ixxxviii, 587. 

Willis states that effective treatment of gastric 
and duodenal ulcers depends upon close cooperation 
between surgeon and internist. In cases of ulcers 
which have not perforated and those not com- 
plicated by pyloric obstruction medical treatment 
should be tried before resort is had to operation. In 
cases of chronic ulcer surgery is probably safer than 
medical treatment. Wut11aMm E. Suackieton, M.D. 


Balfour, D. C.: The Occurrence and Management 
of Gastrojejunal Ulcer. Ann. Surg., 1926, lxxxiv, 
271. 

Recurrence of ulceration may follow any operation 
for peptic ulcer including partial gastrectomy. This 
article is based on a series of 270 cases of gastro- 
jejunal ulcer in which operation was performed at 
the Mayo Clinic. In 139 of these the original opera- 
tion for ulcer had been performed in the Clinic. As 


the total number of gastro-enterostomies performed 
in the Clinic for peptic ulcer is more than 8,600, the 
total percentage of gastrojejunal ulcers is 1.6. This 
percentage is approximately the same as that re- 
ported by many of the larger clinics, particularly 
those of Moynihan, Sherren, and Walton. ‘The 
average age of the patients with gastrojejunal ulcer 
was 42 years. The oldest patient was 74 and the 
youngest 15 years old. ‘Two hundred and forty- 
eight of the patients were males. 

Of the 139 cases in which gastro-enterostomy was 
performed, gastrojejunal ulcer followed operation for 
duodenal ulcer in 130 and operation for gastric ulcer 
in nine. While this ratio is 15:1, the ratio between 
the number of cases in which gastro-enterostomy 
was performed for duodenal ulcer and those in which 
it was performed for gastric ulcer is 7:1. 

In 40 per cent of the series free hydrochloric acid 
was either increased or very slightly reduced by the 
gastro-enterostomy, but in 40 per cent it showed a 
marked reduction and in 20 per cent was reduced to 
zero. The fact that there was no free hydrochloric 
acid in one-fifth of these cases disproves the assump- 
tion that achlorhydria following the primary opera- 
tion affords adequate protection against ulceration 
later. 

In regard to treatment it may always be assumed 
that a well-placed anastomosis has brought about 
the healing of a duodenal ulcer. If such healing has 
taken place without producing any obstruction at 
the pylorus, and if examination of the duodenum 
and pyloric end of the stomach seems to show that 
it will maintain adequate drainage of the stomach, 
the simplest and most rational procedure is the dis- 
connection of the anastomosis and excision of the 
gastrojejunal ulcer. If such an operation can be 
performed, it is the procedure of choice; it has the 
great merit of being conservative. It is more often 
true, however, that although the original ulcer has 
healed, it has healed with such extensive scarring, or 
so much deformity has resulted from previous oper- 
ations on the pylorus, that the latter is incapable of 
carrying on its normal function and an operation as 
simple as the disconnection of the anastomosis is 
unwise. When this simple operation cannot be per 
formed, the operation of election, from the stand- 
point of immediate and late results, is the discon- 
nection of the anastomosis with excision of the ulcer 
and partial gastrectomy. 

Up to April, 1926, partial gastrectomy had been 
performed at the Mayo Clinic for uncomplicated 
gastrojejunal ulcer in eighty-nine cases with death 
in three, a mortality rate of 3.37 per cent. This mor- 
tality rate is not excessive in view of the frequently 
formidable nature of the operation, the condition ol 
the patient, and the excellent results which follow 
the operation. The most common and unfortunately 
the most serious complication of gastrojejunal ulcer 
is the formation of a gastrojejunocolic fistula. Sucha 
complication adds to the difficulty and risk of the 
operation. It is actually an unnecessary complica- 
tion since there is always evidence of the ulcer long 





es amemeee am a ok ete 


th 
W: 





ed 
ut 
as 
at 
im 
Val 


is- 
he 
be 
he 
en 
1as 





SURGERY OF THE ABDOMEN Ig 


enough before the development of the fistula for 
the institution of adequate surgical treatment. 

The symptomatic results following partial gas- 
trectomy for gastrojejunal ulcer fully justify ad- 
herence to the principle that this operation is neces- 
sary in cases which do not permit the conservative 
practice of disconnecting the anastomosis only. 
Complete relief of symptoms follows the operation 
in more than 85 per cent of the cases, and the safety 
of the operation is shown in the mortality rate of 
3-37 per cent. 

Three points are emphasized: (1) that the in- 
cidence of gastrojejunal ulcer following properly 
performed gastro-enterostomy in well-selected cases 
is 2 per cent; (2) that when such recurring ulceration 
has developed, secondary operation should be 
carried out without delay; and (3) that the operation 
of choice, provided the ulcer in the duodenum is 
completely healed and no obstruction has resulted, 
is the disconnection of the anastomosis, and if this 
is not advisable, the best prospect of cure is offered 
by partial gastrectomy and any other procedures 
must be looked upon as ineffective substitutes. 


Boles, R. S.: Extraordinary Dilatation of the 
Stomach Secondary to Malignant Obstruction 
of the Pylorus: Remarks on the Early Diagnosis 
of Cancer of the Stomach. Med. Clin. N. Am., 
1926, X, 301. 


The patient whose case is reported in this article 
was an elderly man who had been ill for six weeks 
and complained of vomiting, a poor appetite, and a 
loss of 15 lbs. in weight. At the time he was seen 
by the author he weighed only 80 Ibs. Examination 
revealed a bulging area which extended from the 
left costal margin to the right iliac fossa and over 
which peristaltic waves were active. 

The X-ray showed retention of all of the barium 
meal. The entire abdomen was filled by the stom- 
ach which extended from the diaphragm to the 
middle of the pelvic cavity. 

Operation revealed a hard obstructing mass at 
the pyloric region. A posterior gastro-enterostomy 
was done, but the patient died six hours later from 
shock. 

Such an enormous dilatation of the stomach is 
rare. Falk, in 1904, reported the case of a woman 
aged 48 years in whom a small pyloric cancer had 
caused enormous dilatation and the stomach was 
adherent to the left lumbo-inguinal abdominal 
region, presenting a mass which was mistaken for an 
ovarian tumor. Boles reviews also two other cases. 

The early diagnosis of gastric cancer is a problem. 
In 33 per cent of a large series of cases of gastric 
cancer treated at the Mayo Clinic there was no 
palpable tumor. 

From 60 to 70 per cent of gastric cancers occur at 
the pylorus. In such cases the X-ray reveals early 
dilatation. Some surgeons insist that dilatation 
Involves irritation of the solar plexus, producing 
changes in the circulation and irritation of the 
pyloric mucosa which in turn are complicated by 


spasms, infection of the mucosa, and adhesions. 
Ulceration and malignant changes develop later. 
If this is correct, dilatation may be primary to 
cancer or ulcer. 

In the author’s case the dilatation was too great 
to have developed during the six weeks’ period of 
symptoms. 

Ninety-five per cent of gastric carcinomata give 
X-ray evidence of their presence. 

Indigestion in persons over 40 years of age should 
always be thoroughly investigated. 

Rehfuss says, “Gastric carcinoma should be 
treated as an acute disease.” 

Harry C. SAvtzstein, M.D. 


Paterson, H. J., and Finsterer, H.: The Place of 
Gastrojejunostomy in Gastric and Duodenal 
Surgery. Bril. M.J., 1926, ii, 555, 557. 


PATERSON states that probably no operation in 
surgery has added more to the sum of human com- 
fort than gastrojejunostomy. In the majority of 
cases of gastric and duodenal ulcer it is thoroughly 
satisfactory. Partial gastrectomy in the treatment 
of gastric ulcer*is on trial, and the interval which 
has elapsed since it has been employed is not long 
enough to indicate the permanency of the cure. It is 
certain that its mortality rate is higher than that of 
gastrojejunostomy. 

In Paterson’s opinion, the theory that 60 per cent 
of chronic ulcers show malignant changes is incorrect. 
The long history of dyspeptic symptoms in some cases 
of carcinoma is probably due to intestinal stasis. In 
cases of supposed simple gastric ulcer in which a 
gastrojejunostomy has been performed the mortality 
from cancer is only 2 per cent. Reference is made to 
the article of Dible with regard to the interpretation 
of the small downgrowths of epithelium near the 
edge of the ulcer. 

Paterson reviews the results obtained in 495 
gastrojejunostomies done for ulcer —172 for gastric 
ulcer and 323 for duodenal ulcer—in the period from 
1913 to 1923. There were only four deaths. Eighty 
two per cent of the patients have been reported 
cured. This incidence of cure is lower than that 
reported for other series of cases because the 
untraced cases are counted as not cured and a con 
siderable number of the patients were pensioners in 
the Ministry of Pensions Hospital, most of these 
being poor subjects for operation. 

Up to 1907, Paterson performed the anterior 
operation. Then, for a number of years, he per- 
formed the posterior operation. Since the war, 
he has again employed the anterior operation, 
believing that the good results of the anterior opera- 
tion are better than the good results of the posterior 
operation. 

Paterson states that gastrojejunostomy is a 
physiological operation. It functions by allowing a 
back-flow of alkaline bile into the stomach, thus 
reducing the acidity of the gastric contents. Anterior 
gastrojejunostomy results in a slightiy greater back- 
flow of alkaline bile than the posterior operation. 
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In the 495 gastrojejunostomies reviewed, a gastro- 
jejunal ulcer was found in twelve (2.4 per cent). Six 
of the patients with gastrojejunal ulcer were pen- 
sioners. In eight cases the lesion followed an 
anterior operation, and in four it developed after the 
posterior operation. 

Paterson is of the opinion that gastrojejunostomy 
is the operation of choice for all cases of gastric ulcer 
except those in which the ulcer is suspected to be 
cancerous; that it will bring about a cure even if the 
ulcer has croded into the pancreas; that it will cure 
over go per cent of cases of duodenal ulcer; and that 
it should be done in all cases of perforated gastric or 
duodenal ulcer to render the convalescence smoother 
and recovery more speedy and sure. Duodenostomy 
he regards as a totally unnecessary operation. 

It is emphasized, however, that gastrojejunostomy 
should be performed only when an ulcer can be seen 
and felt, and not on the basis of a clinical diagnosis. 
It will not cure tabes, gall stones, pancreatitis, or 
cancer of the intestines. 

Postoperative care is of great importance. The 
patient should be placed on a strict diet for a pro- 
longed period of time. 

FINSTERER states that the results of gastro- 
enterostomy in the treatment of gastric and duo- 
denal ulcer are not satisfactory because the opera- 
tion generally does not lead to healing of the ulcer, 
gastrojejunal ulcers are a not very unusual com- 
plication, hamorrhage from an unhealed ulcer is 
fairly frequent, and perforation has been known to 
occur after the operation. 

Since 1919, Finsterer has done a resection of the 
stomach in almost all cases without acute perfora- 
tion—593 resections for gastric and duodenal ulcers 
and five gastro-enterostomies for duodenal ulcer. 
Before and during the war the mortality of resection 
for gastric ulcer was 16.6 per cent because of lack of 
experience. Since 1919, in 175 resections for gastric 
ulcer the mortality was 4 per cent, and in 357 
resections for duodenal ulcer it was 2 per cent. 

In cases of duodenal ulcer in which the lesion was 
close to or involved the bile duct, the ulcer was left 
and gastric resection for exclusion was performed. 
As the removal of the pylorus increases the mor- 
tality through leakage from the blindly closed 
duodenal stump, the pylorus is removed only when 
the ulcer is in the descending part of the duodenum 
so that safe closure of the duodenum can be 
expected. When the duodenum is freely movable, 
an end-to-side anastomosis between the partially 
closed stomach stump and the mobilized descending 
duodenum is performed. 

With Hofmeister, Finsterer has modified the 
Billroth IL method for gastric resection. ‘The 
modified operation prevents the retrograde filling 
of the duodenum and the bursting open of the 
duodenal closure. When the ulcer extends from the 
pylorus to the cardia or is situated at the cardia, a 
curved resection is performed. 

Resection is advocated by Finsterer for acute 
profuse haemorrhage. The results are best during 


the first twenty-four to forty-eight hours (twenty - 
six resections with one death). Late operation is not 
so successful (twenty-eight resections with seven 
deaths). 

Of 105 persons subjected to resection for gastric 
ulcer in the period from 1911 to 1923, 103 (98 per 
cent) have been cured, and of 236 subjected to 
resection for duodenal ulcer in the period from 1916 
to 1923, 223 (94 per cent) have been cured. 

Finsterer believes that if a sufficiently large part 
of the stomach is removed, almost as good perma- 
nent results can be obtained with the stomach re- 
section for exclusion as with resection of the ulcer. 
The former is much easier and less dangerous than 
the latter. The extent of the. resection rather than 
the removal of the pylorus determines the perma- 
nent results. Attention is called to the fact that 
after the removal of two-thirds of a greatly dilated 
stomach there is left a stomach which is more than 
one-third the normal size. 

For gastrojejunal ulcer it is necessary to do an 
extensive resection of the stomach and to avoid the 
Y-shaped anastomosis (sixty-eight resections with 
four deaths, a mortality of 7.3 per cent). 

The symptoms of a too-small stomach depend, 
not upon the size of the stomach, but on the width 
of the anastomosis. 

In none of Finsterer’s cases have extensive 
resections been followed by severe diarrhova. 

In conclusion, Finsterer states that he performs 
resection in every case of gastric ulcer, even in old 
patients. In cases of duodenal ulcer he performs 
resection of the ulcer with a large part of the 
stomach. In cases of non-resectable ulcer he per- 
forms the stomach resection for exclusion. In every 
resection the pylorus and two-thirds of the normally 
sized stomach are removed and, as a rule, an end-to- 
side anastomosis is made between the reduced 
opening of the stomach stump and the first loop of 
the jejunum. Joun A. Wotrer, M.D. 


Bailey, H.: Spinal Anesthesia in Intussusception 
of Infants. Lancet, 1926, ccxi, 648. 

The author urges the use of spinal anaesthesia in 
operations on infants for intussusception. This type 
of anesthesia is of advantage in such cases because 
it does not result in irritation of the respiratory 
passages and there is less danger of aspiration when 
fecal vomiting occurs. 

The anesthetic recommended is 0.2 c.cm. of 
stovaine, but the dose must be varied to some extent 
according to the age of the child. The child is placed 
on the table on its side with the spine flexed and the 
needle is inserted between the second and _ third 
vertebra. No cerebrospinal fluid is allowed to escape. 
After the injection the wound is sealed and 1% c.cm. 
of pituitrin is given subcutaneously to combat the 
fall in the blood pressure. The head of the table is 
lowered. Within a few minutes the child becomes 
quiet and muscular relaxation is complete. 

In a series of fourteen cases which are reported 
there was one death. The child which died was 
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operated upon sixty-eight hours after the onset of 
the condition. It was very ill but no worse than 
several others of the series. ‘There was some question 
of an overdose of stovaine as the child died very soon 
after the administration of the stovaine and before 
the operation was begun. 

The chief advantage of spinal anesthesia is 
absolute relaxation of the abdomen which facilitates 
the work of the surgeon and prevents many insults 
to the plexuses of Auerbach and Meissner. 

Joun A. Wotrer, M.D. 


Valls, J.: The Relation of the Duodenum to the 
Right Colic Arteries; Its Surgical Importance 
(Las relaciones del duodeno con las arterias colicas 
derechas). Rev. de cirug., Buenos Aires, 1926, v, 209. 


In addition to pancreatic, duodenal, inferior 
pancreatic, duodenal, and intestinal branches of the 
superior mesenteric artery, most authorities describe 
three right colic arteries, the superior, the middle, 
and the inferior. These arteries anastomose freely 
with each other and with a branch of the inferior 
mesenteric artery. They arise from a concavity of 
the superior mesenteric, pass between the two layers 
of the mesentery, and are bound down with the 
mesocolon to the posterior abdominal wall. Varia- 
tions in these relationships are of importance in the 
production of chronic compression of the duodenum, 
a condition sometimes requiring surgical relief. 

The author studied the relationship of the duode- 
num to the branches of the superior mesenteric 
artery in a series of dissections. In 50 per cent of the 
cadavers the right inferior colic artery passed below 
the duodenum (Fig. 1) so that chronic duodenal 
compression was impossible. In 43.5 per cent it 
crossed the anterior aspect of the third portion of the 





Fig. 1. Condition found: in 50 per cent of cases. The 
right inferior colic artery passing below the duodenum. 





Fig. 2. Condition found in 43.5 per cent of cases. The 
anterior aspect of the duodenum compressed by the right 
inferior colic artery. 


duodenum obliquely (Fig. 2), duodenal compression 
being therefore possible. 
WiciiaM R. Meeker, M.D. 


Braeye, L.: On the Formation of the Toxic Fluid 
Found in Isolated Duodenojejunal Loops. 
Bull, Johns Hopkins Hosp., Balt., 1926, xxxix, 121. 


According to the theory most generally accepted, 
death in cases of high intestinal obstruction is due 
to the absorption of a toxic substance formed in the 
lumen of the bowel or the intestinal mucosa. In 
this condition the bowel always contains variable 
amounts of fluid with very toxic properties. 

In order to ascertain how long it takes this fluid 
to appear and to become toxic, the authors carried 
out experiments on dogs. A 15-cm. portion 6f the 
third part of the duodenum and the first part-of the 
jejunum was isolated and, aftetwmad-to-end anasto- 
mosis to restore the continuity of’ the intestinal 
tract, both ends were brought out on the anterior 
abdominal wall. Ten days later the stumps were 
closed by the tying in of rubber stoppers. The 
accumulated fluid was then collected, filtered, and 
centrifugalized, and definite amounts were injected 
into dogs to test its toxicity. 

It was found that, up to thirty-six hours, the loop 
contents were not very toxic, but after this time 
they became very definitely toxic. After from forty 
to fifty hours the contents were powerfully toxic, 
causing the death of the dogs in from five to fifteen 
minutes. 

Even after obstruction for only ten hours, the 
accumulation of fluid was sufficient to produce 
marked distention of the isolated loop. After 
twenty hours, the distention was sometimes suffi- 
cient to cause perforation from gangrene. 

The distention gangrene always began on the 
antimesenteric border, an observation which is in 
complete accord with the findings of van Beuren. 
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Some of the isolated loops showed this pathological 
condition in the very earliest stages. 

Even when the gangrene was extensive in the 
distended loops the fluid was not always toxic and, 
conversely, when the fluid was very toxic gangrene 
and distention were sometimes absent. Hence the 
relation between the amount of necrosed tissue and 
the intoxication is far from constant. 

Merce R. Hoon, M.D. 


Pannett, C. A., Cheatle, Sir L., Walton, A. J., 
Carson, H. W., and Others: Discussion on the 
Treatment of Duodenal Ulcer. Proc. Roy. Soc. 
Med., Lond., 1926, xix, Sect. Surg., 45. 

PANNETY® ascribes gastric and duodenal ulcers to 
a specific organism, not yet demonstrable, which he 
believes invades the stomach and duodenum by way 
of the lumen of the alimentary canal. In his ex- 
perience, gastrojejunostomy has resulted in a cure 
in only 69 per cent of the cases. A higher per- 
centage of cures has been obtained by partial 
duodenectomy. For cases complicated by hamor- 
rhage in which the removal of the ulcer is considered 
too dangerous, Pannett advocates opening of the 
duodenum and cauterization of the ulcer followed 
by gastrojejunostomy. 

CHEATLE expresses his satisfaction with posterior 
gastrojejunostomy. He believes that for a successful 
result the opening must be 4 in. in length. 

WALTON states that no proof has been advanced 
that medical measures have cured or definitely 
benefited actual ulcer. In his opinion, the mortality 
following gastro-enterostomy should not exceed 2 
per cent. He has found that go per cent of cases are 
cured by operation. 

Carson believes that an operation of the severity 
of duodenectomy is not justifiable. 

FAGGE is not satisfied with gastrojejunostomy. 
Whenever possible, he excises the ulcer. 

DUNHILL is of the opinion that the stomach con- 
tents should not be delivered into the jejunum until 
they are mixed with the bile and pancreatic juice. 
He regards the Billroth L operation as the, procedure 
of choice. In some cases, however, the difficulties 
are such that other measures must be adopted. In 
most of his cases gastrojejunostomy greatly im- 
proved the patient’s condition, but the number of 
cures obtained by it was not as high as that reported 
by Walton. 

Jott is of the opinion that a well-performed 
gastro-enterostomy will result in a cure in go per 
cent of cases. 

Pace has found that gastro-enterostomy as usually 
performed in England has poor results in a large 
percentage of cases. In his opinion, duodenectomy 
is not a very dangerous operation and should be 
tried out. 

Corr states that he does not accept dogmatic 
statements regarding the failure of medical measures 
to effect a cure of ulcer, and that in some instances 
these lesions heal spontaneously. 

WILiraAM I. Suackieton, M.D. 
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Abt, I. A., and Strauss, A. A.: Meckel’s Diver- 
ticulum as a Cause of Intestinal Haemorrhage. 
J. Am. M. Ass., 1926, \xxxvii, 991. 

Meckel’s diverticulum, or the remains of the 
proximal part of the vitelline duct, consists of a 
pouch which projects fromthe lower part of the 
ileum. Its lumen is generally equal to that of the 
ileum, and its blind extremity may be free or con- 
nected with the abdominal wall. It may remain 
patulous, connecting with the umbilicus, and con- 
stitute a fecal fistula, or may persist as a fibrous 
band connected with some other part of the intestine. 
It is found in from 1 to 3 per cent of all bodies 
examined at autopsy. 

The diverticulum may invaginate itself into the 
ileum without causing complete obstruction of the 
bowel, but moderate intestinal hamorrhage usually 
ensues when this occurs. Or it may lead to the 
telescoping of the bowel, which will produce the 
classical symptoms of intussusception. Volvulus 
may occur in the diverticulum itself or may be pro- 
duced in the ileum by traction of the diverticulum. 

The principal symptom in the cases reported was 
intestinal haemorrhage. 

In a study of the pathology and histology of 
Meckel’s diverticulum made by Schaetz, gastric 
epithelium was found at the tip of the diverticulum 
in five of thirty cases. These islets of gastric cells 
may be the site of ulceration similar to that which 
occurs in gastric or duodenal ulcer. Whether the 
hemorrhage and perforation are caused in all cases 
by peptic ulcers in the diverticulum cannot be 
definitely maintained at this time. 

If bleeding persists and a presumptive diagnosis of 
Meckel’s diverticulum can be established, explora- 
tory laparotomy is indicated. 

Morris H. Kaun, M.D. 


Zeno, A.: Considerations Based on Thirty Colec- 
tomies for Chronic Intestinal Stasis and Their 
End-Results (Consideraciones sobre treinta colec- 
tomfas practicadas por¢stasis intestinal cronica y sus 
resultados finales). Rev. de cirurg., Buenos Aires, 
1926, V, 320. 

The author reviews the end-results of thirty 
colectomies performed under anoci-association. 

This operation is more dangerous in the male than 
in the female. The complications are peritonitis 
(especially from gangrene of the terminal part of the 
sigmoid loop), ileus, and shock. Ileus occurred in 
only two of the author’s cases and was fatal in only 
one. 

Of Zeno’s thirty patients, five were in very poor 
physical condition because of multiple fistulous 
tuberculous osteo-arthritis. All of these patients 
died sooner or later from the effects of the operation 
or from the tuberculosis. Of the remaining twenty- 
five, two had Raynaud’s syndrome; one, dissemi- 
nated sclerosis; one, erythromelalgia; and one, ab- 
dominal tabetic crises. Only one of the group, a 
patient with the Raynaud syndrome, received more 
than temporary benefit from the operation. ‘This 
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patient, after temporary relief, recurrence, and 
final improvement under medical treatment, is now 
in good health seven years after the operation. 

Of the entire number operated upon, fourteen are 
still living. One has symptoms of intermittent 
obstruction, another has passed through a period of 
recurrent hemorrhages but has recovered with a 
mediocre result, and a third, who was later operated 
upon for ovarian cyst, is suffering from gastric ptosis 
and a moderate degree of constipation which requires 
the use of laxatives. The rest, who are in good health, 
have two or three bowel movements a day and no 
toxic symptoms. Joun W. Brennan, M.D. 


Swynghedauw, P.: Diverticulitis of the Large 
Intestine and Its Surgical Treatment (Les 
diverticulites du gros intestin et leur traitement 
chirurgical). J. de chir., 1926, xxviiii, 1. 


The author abstracts the reports of a number of 
cases of diverticulitis of the large intestine that he 
found in the literature. Of the large number he has 
read he has been able to use only seventy-one for 
statistical purposes as the others were not complete 
enough with regard to the nature of the operation 
and its results. 

In these seventy-one cases there were twenty-two 
intestinal resections, fourteen colostomies, eleven 
laparotomies for acute conditions or for exploration, 
ten excisions of diverticula, ten internal derivations, 
two invaginations of diverticula, and two simple 
expressions or evacuations of coproliths by incision 
of the diverticula. The operation was followed by 
recovery in forty-five cases, improvement in thir- 
teen, and death in thirteen. 

Of the twenty-two resections, fourteen were per- 
formed in one stage, four in two stages, and four 
with suture of the proximal segment into the skin. 
These were followed by fourteen good results, four 
mediocre or poor immediate results, and four deaths 
within eight days after the operation. 

Of the fourteen colostomies, one of which was 
combined with cystostomy, cight were followed by 
recovery, four by improvement, and two by death. 

Of the eleven laparotomies, perforated diverticula 
were closed in three. Two of these three were fol- 
lowed by recovery and one by death. The eight 
others were entirely exploratory, without or with 
drainage. Six were followed by recovery and two by 
death. 

Of the ten excisions of diverticula with suture of 
the orifice, nine were followed by recovery and one 
by incomplete improvement. 

The ten internal derivations included six ileosig- 
moidostomies, two of which were followed by re- 
covery, two by an incomplete cure, and two by 
death; three colostomies, two of which were followed 
by an incomplete cure and one of which was followed 
by death; and one entero-anastomosis which was 
followed by death. 

Both of the invaginations of diverticula were 
followed by recovery, and the two simple evacua- 
tions gave good results 


These figures do not have an absolute value be- 
cause they are based on very dissimilar cases, but 
interesting deductions may be drawn from them. 
They show that resection of the intestine is the 
method most in favor, but is frequently contra- 
indicated. It could be used in only 31 per cent of the 
cases. It was followed by complete recovery in 63 
per cent of these but had a mortality of 18 per cent. 
However, there is no doubt that for extensive and 
complicated cases it is the best procedure. In many 
of the cases in which it was used the surgeon chose 
it because he thought he was dealing with a tumor. 
The chief cause of the frequency of resection is the 
similarity in the symptoms of cancer and diver- 
ticulitis. 

Resection can be performed safely only if there is 
no obstruction or peritoneal infection. In many 
cases simple excision of the diverticula may be sub- 
stituted for it. In nine of ten cases this operation 
was followed by complete recovery and in one by 
partial improvement. 

Colostomy was followed by recovery in 58 per 
cent of the cases, but in the majority the artificial 
anus was permanent. The mortality was about 14 
per cent, but the operation was used chiefly for pa- 
tients with occlusion or in very poor general condi- 
tion. 

Internal derivation had a mortality of 40 per cent 
and resulted in recovery in only 20 per cent of the 
cases 

The author’s statistics lead to the same conclusions 
as those of Gerzowitsch which were based on 316 
cases. A great many of the cases reviewed by 
Gerzowitsch could not be used for comparison as in 
the reports of eighty-five no information was given 
as to the method of operation and in the reports of 
182 no definite information was given as to the 
nature of the complications which necessitated 
operation. However, Gerzowitsch found that resec- 
tion was followed by recovery in 52 per cent of the 
cases and by death in 12 per cent, while internal 
derivation was followed by recovery in only 33 per 
cent and by death in 33 per cent. The author comes 
to the following conclusions: 

Latent diverticulosis which is discovered by 
chance on roentgenoscopic examination does not 
require operation. Mild diverticulitis justifies sur- 
gical exploration with invagination, expression, or 
excision of the diverticula. Acute diverticulitis is 
often confused with other acute abdominal condi- 
tions which demand operation, Even in the course 
of operation its true nature may be overlooked 
unless a search is made for diverticula. In the great 
majority of the cases excision of the infected diver- 
ticula and the infiltrated peridiverticular tissue is the 
method of choice. 

Diverticulitis sometimes simulates tumors of the 
intestine on account of the size of the diverticula or 
the stenosis they cause or on account of complica- 
tions such as fistulization into the bladder. Confu- 
sion with cancer often influences the decision as to 
operation and leads the surgeon to make a much 
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more extensive resection than he would if he recog- 
nized the true nature of the lesion. 
Auprry G. Morcan, M.D. 


Buie, L. A.: Chronic Ulcerative Colitis. J. Am. M. 
Ass., 1926, Ixxxvii, 1271. 

The appearance of the rectal and sigmoidal mu- 
cous membrane in chronic ulcerative colitis as seen 
through the sigmoidoscope is described on the basis 
of 473 cases. Pathologically the course of the 
disease is divided into an active and a quiescent 
period. ‘The period of activity is divided into the 
following four stages: 

Stage 1, a stage of hyperwmia which is usually 
seen during the acute onset and in which the mucous 
membrane is diffusely inflamed and bleeds on the 
slightest trauma. 

Stage 2, a stage of adema in the hyperemic 
mucous membrane which smooths out the folds 
chiefly in the sigmoid and gives the mucosa a boggy, 
thickened, and inflamed appearance. 

Stage 3, a stage in which miliary abscesses appear 
in the hyperemic and oedematous mucous mem- 
brane. ‘These abscesses average about © mm. in 
diameter and are not identical with the lymph 
follicles. 

Stage 4, a stage in which the abscesses rupture, 
leaving miliary ulcers with yellow bases containing, 
almost in pure culture, a lancet-shaped diplococcus 
(discovered by Bargen) which in all probability is a 
specific cause of the disease. 

After the stage of miliary ulcers a tendency 
toward remission is manifested. ‘This is character- 
ized by gradual disappearance of the hyperwmia and 
oedema and a lessening of the tendency to bleed on 
trauma. ‘The final stage of remission is reached 
when the mucous membrane is glazed and pitted 
with punctate scars. After successive attacks a 
characteristic contraction of the lumen of the bowel 
results, 


Chutro, P.: Typhoid Tumor of the Subhepatic 
Space Confused with Cancer of the Colon 
(Tumor tifico de la encrucijada subhepatica confun- 
dido con cancer de colon). Rev. de cirug., Buenos 
Aires, 1926, v, 226. 

Tumors of the right hypochondrium are more 
difficult to recognize than those in other parts of the 
abdomen and are therefore more frequently diag- 
nosed incorrectly. 

The author reports the case of a woman 39 years 
of age who gave a history of pain and discomfort in 
the right hypochondrium and flank for a year. The 
pain was more or less constant and was aggravated 
by muscular exertion. Relief usually followed rest 
in bed. For five months abdominal pain had followed 
the ingestion of food, but was usually relieved by the 
dorsal recumbent position. During this period the 
patient suffered from general malaise with con- 
stipation, nausea, and a loss of weight and appetite. 
There was no history of typhoid fever or any other 
intestinal disorder. 
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Physical examination revealed tenderness in the 
right hypochondrium, a palpable liver margin, and, 
just below the liver, an irregular, tender, and hard 
tumor about the size of an orange. The tumor did 
not move with respiration and could not be sepa- 
rated from the liver. The X-ray showed a filling 
defect at the hepatic flexure. 

A diagnosis of cancer of the hepatic flexure of the 
colon was made and an operation in two stages was 
decided upon. 

In the first stage of the operation an ileocolostomy 
was performed with a Jaboulay button. Because of 
dense adhesions to the anterior abdominal wall and 
the liver, the mass could not be well defined at this 
time. 

Several weeks later the removal of the mass was 
attempted. The tumor had not increased in size, 
but the adhesions had become more dense. ‘The 
mass included the liver, colon, abdominal wall, and 
omentum, and was thought to be inoperable. 
Slightly turbid liquid was apirated from it, and the 
opening, which was enlarged, was found to lead to a 
small cavity containing lardaceous and grumous 
material. Drains were inserted and the abdomen 
was closed. 

After the operation, drainage was very free and 
the fluid repeatedly yielded typhoid bacilli in pure 
culture. The tumor rapidly decreased in size. 
When the patient left the hospital her condition was 
greatly improved. WititamM R. Meeker, M.D. 


Rainey, W.R.: Prolapse of the Rectum in Children. 
Illinois M. J., 1926, 1, 345. 

Rainey states that prolapse of the rectum in 
children is not primarily a surgical condition and 
should not be treated surgically until all other 
methods of treatment have been tried. He believes 
that the general management and medical treat- 
ment of cases of this condition have received far too 
little emphasis. Rectal prolapse may occur at any 
age, but is most frequent between the ages of 5 
months and 5 years. 

The prolapse may be partial or complete and 
rectal or sigmoidal. Causative factors are trauma 
(rare), constipation, diarrhoea, the coughing of 
pertussis, and the rachitic habitus. 

In the diagnosis, the condition must be differ- 
entiated from hemorrhoids, polypi, and intussuscep 
tion. Inspection reveals a tumor mass which is 
usually bloody and shows a split at the site of the 
bowel lumen. 

Complete reduction should be done as soon as 
possible. ‘The oedema, which is often marked, will 
respond to the local application of hot fomentations 
over a period of from twelve to twenty-four hours. 
Reduction is effected by slow gentle pressure on the 
tumor mass with the patient lying prone with his 
head and shoulders low. It is very important to 
teach the child’s parents how to effect the reduction 
and how to maintain it by strapping the buttocks. 
When the prolapse is severe, the buttocks should 
be strapped and the patient kept in bed for ven days. 











he 
d, 
rd 
id 


a 
ng 


as 


Ly 
of 
id 
is 


id 
re 


AS 


in 
id 
cr 
es 
t- 
0 
Ly 


ul 
Lil 
of 








SURGERY OF THE ABDOMEN 197 


For at least two months the patient should lie on his 
side during defecation. Rainey does not advocate 
the use of pads and pressure plugs. 

HermMAN O. McPueeters, M.D. 


LIVER, GALL BLADDER, PANCREAS 
AND SPLEEN 


Judd, E. S., and Parker, B. R.: The Mortality 
Following Operations on the Biliary Tract. 
Ann. Surg., 1926, Ixxxiv, 419. 

Judd and Parker review the 1,182 operations on 
the biliary tract, pancreas, and liver which were 
performed at the Mayo Clinic in 1924. Of these, 
1,115 were operations on the gall bladder and bile 
ducts alone and included thirty-six operations for 
acute cholecystitis, 861 for chronic cholecystitis with 
or without stones, seventy-six for cholecystitis and 
associated diseases, and 142 on the bile ducts alone. 
The case history and the cause of death in every 
fatal case are given. 

The mortality rate in the cases attended by great 
surgical risk was lowered. ‘This is attributed to care- 
ful supervision of the pre-operative treatment and 
correct postoperative management. The greatest 
change in the method of operating has been the 
minimal use of drains in uncomplicated cases. 

For acute and chronic cholecystitis, the usual 
operations were performed, but cholecystectomy for 
chronic cholecystitis was attended by a mortality of 
1.4 per cent while the same operation for acute 
cholecystitis had no mortality. The great difference 
in the number of operations performed for the two 
types of disease renders a comparison of the results 
invalid. Serious associated disease was evident in 
most of the fatal cases. Of the twelve cases in which 
cholecystectomy resulted in death, obesity was 
evident in four. The authors attribute one death to 
too rapid reduction of weight prior to the opera- 
tion. They state that if reduction of weight seems 
necessary it should be effected slowly, and an un- 
restricted diet should be permitted for a few days 
before the operation. Only two of the twelve 
patients were less than 52 years of age. 

In the seventy-six cases in which operative treat- 
ment was instituted for chronic cholecystitis and 
associated lesions, a considerable variety of opera- 
tions were performed and about half of them 
included operation for peptic ulcer. The mortality 
rate in this group was I per cent. 

Opeiation was performed on the gall bladder and 
commen duct in 142 cases. The risk of such treat- 
ment is usually considered grave both because of 
the presence or imminence of jaundice and because the 
disease is usually of such long duration that the 
infection has extended into the liver and pancreas, 
and along the bile ducts, resulting in biliary cirrhosis, 
atrophy of the liver, abscess of the liver, and 
pancreatitis. The technical difficulties are great, 
especially if previous operation has been performed. 
The authors are gratified that the mortality was as 
low as }.7 per cent. 


Judd and Parker believe that the surgeon assumes 
a great responsibility when he operates on the biliary 
tract, since slight injury to the common duct may 
cause irremedial future trouble. Their experience 
with secondary operations for stricture of the duct 
has not been encouraging as regards either the 
immediate or the ultimate result. They urge 
intelligent surgery and careful technique in the 
performance of the primary operation. 

Although operations for carcinoma of the gall 
bladder or ducts are obviously rather hopeless from 
the onset, the hospital mortality in a series of sixteen 
operations for this condition was only 6.2 per cent. 
Many such operations, however, are purely ex- 
ploratory or only palliative. 

A variety of operations on the biliary tract were 
performed for disease of the pancreas. The authors 
concur in the opinion of others that adequate 
drainage of bile, although it may entail added risk, 
is desirable in cases of pancreatic disease. ‘The mor- 
tality in the cases of pancreatic disease reviewed was 
20 per cent, being highest in cases in which cysts 
of the pancreas were drained. 

Of seven cases in which an abscess of the liver was 
drained, death occurred in two. In both cases there 
were other purulent foci in the body. 

The ‘Talma-Morison operation was performed in 
nine cases and death occurred in two. In both, there 
was a large amount of ascitic fluid, and in one 
jaundice was present. Under such circumstances, 
especially when there is great destruction of the sub- 
stance of the liver, little hope is offered by any form 
of treatment. 


Mayo, C. I1.: The Gall Bladder of 1926. Ann. Surg., 


1926, Ixxxiv, 358. 


Mayo reviews the status of abdominal surgery and 
the surgery of the gall bladder during the last thirty 
years and sums up the more recent investigations on 
the anatomy, embryology, physiology, and pathol- 
ogy of the gall bladder. 

In reviewing the three routes which infection may 
be supposed to follow, he observes that none of them 
affords a satisfactory explanation for inflammation 
of the gall bladder. Bile containing 30 per cent of 
serous exudate is a fairly good culture medium. This 
suggests that there is an inflammatory state of the 
gall: bladder which predisposes it to bacterial in- 
vasion. Experimentally produced bacterial chole- 
cystitis heals spontaneously. 

Mayo suggests that the formation of gall stones 
is dependent upon altered filtration by the gall 
bladder. If the tension in the gall bladder is raised 
above riormal by spasm of the sphincter of Oddi or 
by the failure of the sphincter to respond properly to 
the usual physiological stimulus, it may be con- 
ceived that filtration goes on excessively and results 
eventually in the accumulation of residue. 

This spasmodic contraction or tonic state of the 
sphincter of Oddi may be due to some defect or 
deficiency in food intake and may be produced by a 
mechanism analogous to that which causes urticaria. 
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The author is secking the cause for the increased 
susceptibility of the tissue—whether gall bladder, 
appendix, duodenum, or stomach—to bacterial in- 
vasion, and his search has led him from spasm of 
unstriped muscle to the sympathetic nervous system 
and from there to the food. He suggests that Ray- 
naud’s disease and spasm of the renal circulation 
may be analogous to the spasm which possibly pre- 
disposes viscera to infection and the gall bladder to 
the formation of stones. 


Boyden, E. A.: A Study of the Behavior of the 
Human Gall Bladder in Response to the Inges- 
tion of Food; Together with Some Observations 
on the Mechanism of the Expulsion of Bile 
in Experimental Animals. Anat. Record, 1926, 
XXXlii, 201. 


In studies of the reaction of the gall bladder to 
the ingestion of food the author used the Gra- 
ham method of cholecystography for patients and 
Whitaker’s iodized oil method for experimental 
animals. 

Roentgen examinations of the human gall bladder 
made at frequent intervals after the ingestion of egg 
yolk and cream demonstrate that this organ dis- 
charges the bulk of its contents into the duodenum 
during the first part of a meal. Its primary function 
is therefore the storage and concentration of the 
constituents of the bile which are needed for 
digestion. The slowness of its contraction as com- 
pared, for instance, with that of the urinary bladder, 
mercly subserves the purpose of providing a sus- 
tained flow of bile during the first phase of digestion. 
A study of the contraction curve obtained by plot- 
ting the changing volume of the gall bladder at 
fifteen-minute intervals reveals an intermittent 
action. The first phase of contraction is always 
the most effective. When meat is ingested, a curve 
of filling may be constructed, since only a portion of 
the iodized bile is expelled by the gall bladder. A 
similar intermittency is noted under these circum- 
stances, the pauses in filling corresponding to the 
known periodic action of the sphincter papilla. 

Striking changes in the shape of the human gall 
bladder during digestion, together with direct 
evidence afforded by the intravenous injection of 
smooth-muscle drugs into animals, seem to establish 
the fact that the gall bladder expels its contents by 
the force of its own musculature. Boyden shows 
that there is nearly as much muscle in the wall of 
the contracted gall bladder of the cat as in the con- 
tracted intestine of the guinea pig; and that this 
muscle is sufficiently strong to inject the hepatic 
ducts with iodized bile against the secretory pressure 
of the liver. This occurs not only experimentally 
when the lower ducts are tied and muscle drugs are 
injected, but also naturally, when reverse peristalsis 
closes the sphincter and the gall bladder is stimulated 
by the taking of food. 

The mechanism by which ingested food induces 
contraction of the gall bladder is probably quite 
complicated. When all of the lacteals are tied, the 
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gall bladder still responds to food. This is true also 
when the portal vein is tied. Therefore its control 
cannot be exclusively hormonal. Boyden’s dis- 
covery of the striking effect upon the cat of the in- 
travenous injection of adrenalin (the most powerful 
excitant of the gall-bladder musculature yet found) 
suggests that the gall bladder is at least under the 
partial control of the sympathetic nervous system. 
Additional evidence of this is the fact that the gall 
bladder still responds to superficial cutaneous in- 
juries such as shaving and skin incisions, even when 
both suprarenal glands have been removed. More- 
over, its response in fasting animals to the transfu- 
sion of blood from other fasting animals as well as 
from yolk-fed donors indicates that it is not an inert 
organ, as many have supposed, and that it responds 
not only to the ingestion of food, but also to general 
bodily conditions which effect changes in the cir- 
culating blood. 


Case, J. T.: The Relative Value of Cholecystog- 
raphy and the So-Called Direct and Indirect 
Methods of Roentgenological Examination of 
the Gall Bladder. Am. J. Roentgenol., 1926, xvi, 
238. 

The author believes that the reliability of 
cholecystographic findings depends largely upon the 
technique employed. He prefers the intravenous 
method of administering the dye. He has discarded 
the jejunal and rectal methods completely because of 
untoward reactions following them. The oral 
method is used only when the patient is prejudiced 
against the injection or when it 1s impossible to place 
the needle securely within the vein. The intra- 
venous method has the very great advantage over 
the oral in that, in the former, a definite dose of the 
dye is positively introduced into the blood stream, 
there being no question of the failure of capsules to 
dissolve, of incomplete absorption of the dye, etc. 
When tetra-iodophenolphthalein is used the proce 
dure may be safely carried out in the office. 

The findings after the intravenous method are 
interpreted as “negative or normal” when the gall 
bladder shows a normal smooth outline of normal 
uniform density disappearing within the normal 
time; as “straight positive” when no shadows 
appear at all; as “stone positive” when stones are 
present; as doubtful when shadows of variable 
density are slow in disappearing; and as indicating 
deformities from adhesions, pressure, or anomalies. 
The size of the shadow is of importance only when it 
is very large. The possible causes of absence of a 
gall-bladder shadow are cystic duct obstruction, 
cholelithiasis, chronic high-grade cholecystitis, a 
common-duct stone or other obstruction, and 
advanced hepatitis. 

Before the introduction of the Graham method, 
cholelithiasis was demonstrable roent genographically 
in about 4o per cent of the cases. Since the use of the 
Graham test, visualization of the pathological gall 
bladder on the films in a direct examination has lost 
much of its significance as this procedure has shown 
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that many apparent gall-bladder shadows are not 
such in fact. It has been found also that “ gall- 
bladder seats” often have no relation whatever to 
the gall bladder. However, other indirect signs 
indicating gall-bladder disease which were noted 
before the use of the Graham method have been 
found very reliable, and in the author’s opinion both 
these and the findings of the cholecystogram are 
necessary to obtain the maximum amount of 
roentgen-ray information concerning gall-bladder 
disease. Simultaneous lesions may exist in the gall 
bladder and in other parts of the digestive tract and 
may be missed if barium-meal studies are omitted. 

The author gives the following summary: 

When the intravenous method is used the absence 
of the gall-bladder shadow is an almost certain 
indication of a condition requiring operation. 

A normal Graham test should deter the surgeon 
from operating on the gall bladder except in the 
presence of the clearest clinical evidence of gall- 
bladder disease. 

Variations from the normal intensity of the gall- 
bladder shadow after visualization by the intra- 
venous method have great significance and should 
be interpreted as indicating disease. Such an inter- 
pretation should not be attempted when the oral 
method is employed. 

Of the indirect signs of gall-bladder disease 
recognized before the introduction of cholecystog- 
raphy, the following are considered still valid as 
indications of a gall-bladder affection: (1) visualiza- 
tion of the duodenum beyond the duodenal bulb; 
(2) inconstant deformity of the duodenal bulb; 
(3) spastic manifestations in the stomach or bowel or 
both; and (4) spastic manifestations in the stomach 
without demonstrable gastric or duodenal ulcer. 

The Graham test is a valuable means of identifying 
or differentiating suspected right upper quadrant 
shadows which are not per se characteristic of gall 
stones. Elliptical shadows in the right upper quad- 
rant should not be attributed to the gall bladder un- 
less this is definitely confirmed by cholecystography. 
Such shadows are often due to the stomach, the 
duodenum, or liver lobes. 

The direct non-cholecystographic demonstration 
of the outline of the gall bladder neither necessarily 
nor usually means that such a gall bladder is 
pathological. Apoteu Hartunc, M.D. 


Mentzer, S. H.: The Valves of Heister. Arch, Surg., 
1926, xiii, 511. 

There are two contrary views with regard to the 
function of the valves of Heister. According to one, 
the valves aid in the storage of bile in the gall 
bladder until the demands of digestion require its 
egress from that organ. According to the other, the 
valves prevent the bile which has entered the gall 
gladder from leaving it by way of the cystic duct. 
The findings of an anatomical study of the valves do 
not favor either hypothesis. 

In a study of autopsy specimens it was found that 
solutions passed in either direction through the 
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cystic duct with equal facility. The author con- 
cludes that the functional activity of the valves of 
Heister cannot be very important since the majority 
of animals do not possess either the valves or their 
functional equivalent. Moreover, eight normal gall 
bladder specimens from human beings which were 
obtained at autopsy were without leaflets or indica- 
tions of their previous existence. 

In the author’s opinion, the study suggests that 
the valves of Heister check the rapid passage of bile 
into or out of the gall bladder, presumably so that 
the bile in the gall bladder may remain at a relatively 
uniform consistency. If this is correct, the valves 
aid in maintaining the gall bladder as a uniform 
sampling organ of bile, as suggested by Mann. 


Judd, E. S.: Stricture of the Common Bile Duct. 
Ann. Surg., 1926, Ixxxiv, 404. 


Judd considers the management and treatment 
of stricture of the common duct in three groups of 
cases: (1) those in which the stricture is due to 
obliterative cholangeitis; (2) those in which trauma 
at a former operation resulted in a complete biliary 
fistula, and’ (3) those in which the stricture also 
resulted from operative trauma but, on account of 
the closure of the ducts, is associated with complete 
and persistent jaundice. 

Obliterative cholangeitis resulting in stenosis of 
the common or hepatic duct is the cause of a con- 
siderable percentage of strictures of the common 
duct that have been classified as traumatic. ‘These 
cases can often be recognized before the first opera- 
tion. The symptoms are generally intermittent. 
Repeated operation may be necessary. 

Stricture of the common duct in which a biliary 
fistula exists may be deceptive since there may be 
unexpected biliary cirrhosis. Careful study and any 
indicated preparatory treatment should be given in 
spite of the absence of jaundice. 

Complete jaundice and severe biliary cirrhosis 
accompany the severance of the duct when the 
proximal end is closed. It is necessary to spend a 
great deal of time in preparing the patient for opera- 
tion and to give considerable attention to the post- 
operative care. 

Anastomosis of the stump of the common duct or 
the opening in the surface of the liver to an opening 
in the duodenum over a tube is the most satisfac- 
tory operation. 

In certain cases recurrence of symptoms follows 
operation for stricture of the common duct. If 
these symptoms persist, further operation is indi- 
cated and may be followed by permanent relief. 


MISCELLANEOUS 


Altschul, W.: Temporary Relaxation of the Dia- 
phragm. Acta radiol., 1926, vi, 69. 
Mediastinal processes and tuberculosis of the lung 
pedicle in particular may lead to injury of the nerves 
running through the mediastinum, the vagus and 








200 


the phrenicus. Injuries to the vagus due to such a 
cause have been reported repeatedly. Holler has re- 
ferred to the connection between ventral ulcers and 
tuberculosis of the hilus of the lung and speaks of a 
* mediastinal complex.” Leb has described a form 
of atony of the stomach caused by tuberculosis of the 
lung pedicle. 

Severe injuries of the phrenic nerve lead to com 
plete paralysis of the diaphragm, of which numerous 
clinical observations have been reported. ‘The find- 
ings of autopsy in such cases have been reported by 
Lorey and Neumann. 

If the enlarged glands of the hilus and other me- 
diastinal changes cause only slight pressure or ten- 
sion on the phrenic nerve, the nerve will be merely 
weakened. In thirty-eight cases of this type there 
were Clinically obscure disturbances of the thoracic 
type cough, difficulty in breathing, palpitation of 
the heart on one side of the body, and disturbances 
of the abdominal type —fullness, pain in the epigas- 
trium—on the other side. In the majority of the 
cases the objective clinical findings were negative. 
It is only by roentgen examination that the chief 
condition —a change in the position of the diaphragm 

can be recognized. 

The position of the right side of the diaphragm 
does not change appreciably, but the left side, which 
shows a normal position in the morning, is found at 
noon at about the same level as the right side and in 
the evening is sometimes as much as two finger- 
breadths higher than the right side. 

It is impossible to demonstrate any connection 
between the position of the diaphragm and the 
taking of nutriment. In a number of these cases a 
large bubble in the stomach or an inflated flexure is 
found. ‘These accumulations of gas are secondary 
and may perhaps be traced to a simultaneous injury 
of the vagus. 

In the majority of the cases an enlargement of the 
hilus glands was found to be the cause of the injury 
to the phrenic nerve. In the rest, the cause was a 
carcinoma of the oesophagus, an operation on the 
stomach, or changes in the aorta or left ventyicle. In 
a number of cases no pathological condition could be 
demonstrated clinically or roentgenologically. In 
such cases adhesions were probably responsible for 
the injury. 

Experience in the treatment of relaxation of the 
diaphragm is still very limited. 

It is proposed to call this condition 
molle.” 


oc 


diaphragm 


Akerlund, A., Ohnell, H., and Key, E.: Diaphrag- 
matic Hernia of the (Esophageal Hiatus. I. 
Anatomical and Roentgenological Standpoint. 
II. Clinical Standpoint. III. Surgical Stand- 
point. Acta radiol., 1926, vi, 1. 


AKreRLUND states that diaphragmatic herni 
through the oesophageal hiatus may properly be 
termed “hiatus hernix.”’ They are most often true, 
non-traumatic hernia and may be divided into the 
following three groups: (1) hiatus herniw associated 
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with a congenitally shortened oesophagus (thoracic 
stomach), (2) para-cesophageal hiatus herniw, and 
(3) hiatus herniz of other types. 

A review of sixty cases reported in the literature 
and of Akerlund’s own collection of twenty-four 
cases shows that hiatus hernia, contrary to the 
general belief, must be considered a relatively com- 
mon affection. 

Anatomically, but not roentgenologically, it is 
possible to distinguish the true hiatus hernia from 
the rare circumscribed eventration of the diaphragm. 

In all of Akerlund’s cases the hernia contained a 
greater or lesser portion of the stomach and the ab- 
dominal cesophagus. The hiatus hernia is situated in 
the posterior mediastinum and may project more or 
less into one of the pleural cavities. 

Hiatus hernia is most often and easily demon- 
strated roentgenologically with the patient in the 
supine or prone position or lying on his right side 
with the pelvis elevated. Sometimes it may be 
necessary to apply manual compression to the epi- 
gastrium. 

Roentgenologically, the hiatus hernia appears as 
large or small (often minute) epidiaphragmatic re- 
cesses in the shape of a ball, egg, bulb, or loop, which 
project from the shadow of the stomach and usually 
have a,wide communication with the latter. 

In the differential diagnosis it is necessary to con- 
sider diverticula from the fornix ventriculi, diverticu- 
la from the distal end of the oesophagus, and insufhi 
ciency of the cardia with filling of the abdominal 
cesophagus (epicardia). 

OHNELL, who discusses these hernix from the 
clinical standpoint, states that in sixteen of the 
twenty-four cases collected there was pain in the 
epigastrium, and in three a burning or a pressure 
sensation in the same region. ‘The pains were gen- 
erally felt at the time of the ingestion of food, some- 
times immediately after it was swallowed and at 
other times somewhat later, up to from two to three 
hours after the meal. In two cases the pains were 
clearly influenced by a change of position. Vomiting 
occurred in ten cases, and eructation of acid fluid or 
heart burn in six. Vomiting of blood or obvious 
bleeding on instrumental examination occurred in 
two or three cases. Dysphagia was present in four 
cases, and constipation in five. In four cases, there 
were cardiac and pulmonary symptoms. In ten 
cases, the symptoms showed a definite periodicity, 
and in four marked fluctuations. In three cases, the 
disturbances occurred in attacks. 

As the cases reviewed include only a relatively 
small number of other diseases that could possibly 
have been responsible for the chief symptoms noted 
and as these can easily be explained as the direct or 
indirect result of the hernia, it appears that the chief 
symptoms in most of the cases were caused by the 
hiatus hernia. 

Key briefly reviews twenty-four cases of hernia 
through the oesophageal opening of the diaphragm 
which were treated surgically. One of them was his 
own. 











SURGERY OF THE ABDOMEN 


Operation in such cases is clearly indicated when 
strangulation occurs and when the symptoms are 
otherwise severe. In the absence of contra-indica- 
tions, it should be done even when the symptoms are 
mild or there are no symptoms at all, because there 
is danger of strangulation and the prognosis is less 
favorable when operation is performed after the 
development of this complication. 

In a consideration of the various methods of oper- 
ating for diaphragmatic hernia it is important to 
bear in mind that, although it is usually relatively 
easy to reach the hernia from the abdominal cavity, 
herniz situated in the domes of the diaphragm are 
dealt with more easily by the transpleural route. 

Before an operation is undertaken it is of the ‘ut- 
most importance, first of all, to determine by careful 
roentgenological examination what form of hernia is 
present and whether the hernia is free. 

Hernie of Type 1 of Akerlund’s classification do 
not lend themselves well to operation. 
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In cases of strangulation and those in which there 
is reason to expect adhesions or complications with 
an ulcer in the portion of the stomach or duodenum 
situated in the hernial sac, the transpleural route 
should be chosen. 

Free herniw are operated upon more easily by the 
abdominal route than by way of the pleura, but re 
currences are more frequent after the former type of 
operation than after the latter. When the abdominal 
route is employed, the attempt should be made to 
close the communication between the peritoneal 
cavity and the hernial sac and to obliterate the 
latter. In cases of free hernisw, considerable experi 
ence is necessary to determine which method of 
operation will be most advantageous. When it is 
found impossible to replace the contents of the 
hernia in an operation by the abdominal route, a 
second operation by the transpleural route should be 
performed, even in the absence of strangulation, but 
should be postponed for some time. 
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Fulkerson, L. L.: Endocervicitis: A Clinical Study 
of 1,039 Cases, Many Treated with the Cautery. 
Am. J. Obst. & Gynec., 1926, xii, 374. 

Cervicitis was found in 33.16 per cent of a series 
of women subjected to a gynecological examination. 

The average age of the patients with this con- 
dition, 33.5 years, confirms the conclusion that the 
disease is usually found during the child-bearing 
period. 

Since 80.1 per cent of the patients had borne 
children or had had abortions, it appears that the 
chief etiological factor is the traumatism of labor. 
The married state in itself appears also to be a factor 
since, of the patients who were married (92.3 per 
cent), 12.2 per cent had never been pregnant. 

Uncomplicated endocervicitis has no cardinal 
symptom except leucorrhoca. ‘This was a complaint 
in 74.1 per cent of the cases. The cessation of the 
discharge in 86.2 per cent of the eases in which a 
cure was obtained indicates that in these cases the 
leucorrhoea was due to the endocervicitis. 

Abdominal pain was present in 30.4 per cent of the 
cases, but was explained by a complicating con- 
dition, usually salpingitis, and is not a symptom of 
cervical disease. 

Uterine displacement, which was present in 44.2 
per cent of the cases, and perineal lacerations with 
cystocele and rectocele, which had occurred in 38 
per cent, are complications which favor the develop- 
ment, continuance, and recurrence of the disease. 

Primary endocervicitis is in many _ instances 
causative of salpingitis and salpingo-odphoritis, but 
the reverse also may be true. ‘The gonococcus is 
seldom the cause of cervical infection. 

A small number (12.2 per cent) of the author’s 
cases of inflammation of the cervix were’ cured by 
the application of antiseptics and caustics. As these 
were apparently mild cases, it must be concluded 
that treatment of this kind is more apt to be 
palliative than curative and is seldom indicated. 

The use of the cautery should be accepted as the 
standardized method of treatment. In 65.3 per cent 
of the cases treated in this manner a cure was 
obtained and there was no dystocia in subsequent 
labors. ‘The cervix should seldom be operated upon 
in the presence of inflammatory disease. 

Endocervicitis is a frequent cause of sterility. It 
is not responsible for abortion, but may result from 
abortion. It apparently does not cause endocrine 
dysfunction as it does not produce menstrual dis- 
turbances. It is not a cause of backache, abdominal 
pain, or urinary tract disease. The author has found 
no clinical evidence that it is a precancerous lesion. 

E. L. Cornett, M.D. 


Schmitz, H.: Uterine Hamorrhages. Northwest 
Med., 1926, xxv, 543. 

The author gives in percentages and illustrates by 
hemorrhage charts the clinical characteristics of 
menstruation and uterine hamorrhage in the cases 
of about 1,200 women. 

Uterine hemorrhages may be grouped into the 
menorrhagias and the metrorrhagias. The menor- 
rhagias may be again divided into hypermenorrhca, 
menstruation which is too profuse or lasts too long, 
and polymenorrhcea, menstruation which occurs too 
soon. The author describes the treatment of hyper- 
menorrhcea, polymenorrhoea, and metrorrhagia. 

Hamorrhagic metropathy is discussed. It is of 
two types, the juvenile or pubescent, and the 
climacteric or menopausal. Its etiology, pathology, 
symptomatology, and therapy are discussed. With 
the exception of that due to malignant disease, the 
most important form of metrorrhagia is that result- 
ing from hemorrhagic metropathy or endometrial 
hyperplasia due to a persistent ovarian follicle. 

Whenever the cause of uterine hamorrhage can 
not be determined by other means, a curettage 
should be done and the scrapings examined micro 
scopically. Unless this is done, the presence of 
malignancy may be overlooked. 

RoLanp S. Cron, M.D. 


Crossen, H. S.: Bleeding Myoma of the Uterus. 
J. Missouri State M. Ass., 1920, Xxili, 321. 

The author divides myomata into five clinical 
groups and describes their treatment as follows: 

1. Myomata originating in the cervix or coming 
down into the cervix from above. Palpation of these 
tumors must be done very carefully to avoid pro- 
ducing serious hemorrhage. If a distinct pedicle is 
found, it should be clamped and the tumor excised. 
If the tumor is attached to the cervix by a thick 
pedicle, preparations should be made for more ex- 
tensive measures. Analgesia induced by morphine 
and hyoscine has been found satisfactory. Curet- 
tage of the uterus is indicated to exclude malig- 
nancy, and bimanual examination of the corpus 
uteri should be done. 

2. Small myomata of the corpus in women near 
the menopause. The treatment should be directed 
toward stopping the bleeding and ruling out malig 
nancy by curettage. If no malignancy is found, 
uterine astringents in moderate doses should be given 
for from two to three months. If the bleeding then 
recurs, one radium treatment of 1,500 to 1,800 
mgm.-hrs. is advisable. If malignancy is present, 
radium treatment or hysterectomy is indicated. 

3. Small or medium sized myomata of the corpus 
in younger women. In women of child-bearing age, 
radium and X-ray treatment are to be avoided. 
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Endocrine preparations, uterine astringents, car- 
bolic applications to the interior of the uterus, or 
curettage are advisable. 

4. Large myomata of the corpus in women near 
the menopause. For these tumors, hysterectomy is 
best if the patient’s general condition will permit it. 
If palliative measures must be employed tempo- 
rarily, radium treatment with diagnostic curettage 
is the method of choice. If exceptional conditions 
make this impractical, the X-ray may be employed, 
but it must be borne in mind that the question of 
complicating malignancy has not been settled. 

5. Large myomata of the corpus in younger 
women. Myomectomy should be done if practicable 
and hysterectomy if necessary. Radium and X-ray 
treatment are to be avoided because they: destroy 
ovarian function. 

Crossen discusses the relative merits of myomec- 
tomy and hysterectomy and describes cases in which 
myomectomy was done. In borderline cases, hys- 
terectomy is preferable to deep myomectomy if 
recent vaginal packing has been necessary. If 
myomectomy is greatly desired, in such cases it 
should be postponed until auto-sterilization of the 
genital tract has occurred. Pre-operative investiga- 
tion of the vaginal contents for bacteria is advisable. 
Degenerative changes except those due to circula- 
tory changes well removed from the margin of the 
growth are indications for hysterectomy. 

Macnus P. Urnes, M.D. 


Miller, C. J.: Radium in the Treatment of Fibroids 
of the Uterus, Its Indications and Limitations. 
Am. J. Roentgenol., 1926, xvi, 228. 


In the treatment of fibroids of the uterus, radium 
is of benefit only when it is used in selected cases 
and uniformly good results are obtained only when 
it is used exclusively under the direction of men who 
know gynccology as well as they know radiology. 

Uterine fibroids are often symptomless and dis- 
covered accidentally; they usually require no treat- 
ment but should be kept under observation. A 
small number of cases, possibly 12 per cent, are 
treated most satisfactorily by myomectomy. In the 
majority of cases, and especially those in which the 
growths are large or multiple, those with associated 
adnexal disease, and those of women approaching 
the menopause, hysterectomy is the procedure of 
choice. 

Under certain definite limitations about 30 per 
cent of all fibroids of the uterus may be treated with 
radium. As a rule, irradiation is not the procedure 
of choice for women under 38 years of age, in whom 
the preservation of function is of primary importance. 
Only exceptionally should it be used for growths 
larger than a three or three and a half months’ 


pregnant uterus. In such cases the principal symp- 


toms, in addition to haemorrhage, are usually due to 
pressure, and although radium may bring about a 
cessation of the haemorrhage, it usually does not 
affect the size of the growth sufficiently to cure or 
even mitigate the other symptoms. 


Irradiation gives the best results in cases of in- 
tramural fibroids. Subperitoneal growths of the 
pedunculated type are excellently adapted to myo- 
mectomy and, because of their location and their 
peculiar blood supply, are usually not influenced by 
radium. Bleeding may be checked, but the size 
of the growth is usually unaffected. Submucous 
growths, on the other hand, are too prone to infec- 
tion from the manipulations necessary in the appli- 
cation of radium to make its use advisable when they 
are present. 

In cases in which constitutional conditions con- 
tra-indicate surgery and treatment of some kind is 
demanded, the use of radium for fibroids which 
do not fall within these limitations is justifiable. 
Another use beyond these limitations is the employ- 
ment of radium as a temporary measure to convert 
a poor surgical risk into a safe one. In the cases of 
patients who are so depleted by loss of blood over a 
long period of time that surgery could not be con- 
sidered, the use of radium may make operation a 
reasonably safe procedure within a few months. 

The most important requirement in the employ- 
ment of radium in uterine fibroids is freedom of the 
adnexa from pathological changes. Radium should 
never be used in anemias when the anemia is out of 
all proportion to the blood lost. In such cases the 
fibroids almost invariably show degenerative changes 
and acute infections are likely to follow ill-advised 
irradiation. For the same reason, growths which 
begin to cause symptoms immediately after preg- 
nancy should not be irradiated; haemorrhagic 
changes, particularly of the red degenerative type, 
are not unusual, and operation is the wiser treat- 
ment. Irradiation should not be done in the presence 
of a tortuous cervical canal which prevents the free 
drainage that is always essential after the use of 
radium. 

Preliminary curettage should always be done 
before irradiation to establish the nature of the 
pathological condition present and to remove polypi 
which are prone to slough and cause infection after 
this treatment. Careful screening is essential. The 
application should always be intra-uterine and as 
near the fundus as possible. In the average case, 
repeated applications are both unnecessary and 
unwise. Avo.tpu Hartrunc, M.D. 


Doederlein, A., Doederlein, G., and Voltz, F.: Car- 
cinoma of the Uterus and Its Treatment by 
Irradiation. Acta radiol., 1926, vi, 335. 

In the radiological treatment of uterine cancer the 
several kinds of cancer of the uterus must be differ- 
entiated with regard to their capability to react to 
radium and the roentgen rays. 

Macroscopically, the subspecies of uterine cancer 
are divided according to their anatomical localiza- 
tion into carcinoma of the cervix and carcinoma of 
the corpus, and according to their manner of growth 
into those with a predominantly excrescent growth 
(cauliflower cancer), those with a predominantly de- 
structive growth, and surface cancers. Histologi- 
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cally they are divided according to structure into 
primary solid carcinoma, primary glandular carci- 
noma, and adenocancroid, and, according to the 
degree of histological maturity, into well-matured 
squamous-cell cancer or adenocarcinoma, medium- 
matured squamous-cell cancer or adenocarcinoma, 
and immature carcinoma without differentiation. 

Attention must be paid also to regressive meta- 
morphosis as a sign of slight capacity for resistance 
on the part of the cancer, the number and form of 
the mitoses, and the prevailing kind of round-cell in- 
filtration in the stroma. 

If a differential radiosensibility of the several kinds 
of uterine cancer can be found, it is possible that a 
system of treatment individualized according to the 
morphological type may yet further improve the re- 
sults. 

The experience of the gynecological clinic of the 
University of Munich in 2,300 cases of cancer of the 
female genital organs shows that radiological treat- 
ment may give a perfect cure. 

Radiological treatment is superior to operative 
treatment as it is successful in curing even inoper- 
able cases. In comparing the results the character of 
the cases must be borne in mind. An important fac- 
tor in the results of treatment is the extent of the 
cancer. 

It has not yet been determined with certainty 
whether radiosensibility differs according to the ana- 
tomical or the biological variety of the cancer. Im- 
mature neoplasms, however, appear to be more 
susceptible that those that are well matured (Ber- 
gonié). 

Very important for a successful result is complete 
carrying out of the treatment. 

Of the radio-active substances the authors recom- 
mend as a dose 100 mgm. of radium bromide or 
mesothorium applied for twenty-four hours and re- 
peated twice after six weeks. Larger doses at longer 
intervals and retreatment at shorter intervals are to 
be avoided. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Rubin, I. C., and Bendick, A. J.: Uterotubal 
Roentgenography with Lipiodol. Am. J. Roent- 
genol., 1926, xvi, 251. 

Uterotubal injection of lipiodol is not intended to 
supplant the peruterine insufflation of air or gas to 
test the patency of tubes. The latter method has 
the advantage of leaving no residue in the peritoneal 
cavity which can act as a foreign body and possibly 
induce the formation of adhesions. Although lipiodol 
is not irritating, its presence for long periods in 
cavities may nevertheless produce untoward results. 
The authors have used it only in cases in which 
the tubes, previously tested for patency by carbon- 
dioxide insufflation, were found to be completely 
blocked or at least stenosed. In cases of complete 
blockage none of the fluid will escape into the 
* peritoneal cavity and in cases of stenosis only the 
smallest amount will enter it. They believe that its 
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use should be restricted to cases in which, the tubes 
having been shown to be closed, it is desirable to 
determine the exact point and type of closure in 
order to decide whether operative intervention may 
afford relief. 

This report is based upon the roentgenological 
examination of thirty women complaining of sterility. 
It was undertaken to determine whether or not the 
fallopian tubes exhibit peristaltic movements and 
to ascertain the site of tubal obstruction as found 
with peruterine gas insufflation, the manner of exit 
of the tubes from the uterus (intramural portion), 
and the behavior of the isthmic portion, especially 
as regards isthmospasm. ‘The technique used is 
described in detail. 

The cases may be divided into two groups: (1) 
those in which, because of their operative removal or 
obstruction to the fluid at the uterine horns, the 
tubes were not visualized, and (2) those in which one 
or both tubes were visible. In the latter, the hair- 
like process corresponding to the intramural and 
isthmic portion of the tubes was seen first and the 
larger more tortuous ampulla later. Peristalsis was 
distinctly visible. The fimbriated end became 
filled, and if the tube was patent the fluid could be 
seen entering the peritoneal cavity. Roentgeno- 
grams were made during all of the different stages of 
the procedure and also at intervals thereafter. It 
was found that in some cases the lipiodol remained 
in the tubes, unabsorbed for months. 

Apvotru Hartune, M.D. 


MISCA4LLANEOUS 


Blair, E. M.: Modern Evolution of Gynecology. 
Canadian M. Ass. J., 1926, xvi, 1028. 


Blair states that the evolution of gynecology in the 
past ten years has far surpassed that of obstetrics 
and all other branches of medicine. 

Ten years ago gynecologists were regarded as 
surgical specialists who operated for chronic pelvic 
infections and persistent malposition of the uterus, 
believing that half-way measures were of no avail. 

Since then, the moderationist has come to the 
fore. The use of the curette as a diagnostic aid in 
suspected cancer of the corpus has been abandoned. 
Diseased cervices are no longer amputated, as the 
application of a germicide to the cervix and vagina 
following thorough dilatation and the removal of 
mucus, the powder treatment of Gellhorn, and the 
cautery treatment of Dickinson have given satis- 
factory results. Because of the circular scar and 
non-dilatable connective tissue, an amputated cervix 
definitely complicates subsequent labor. 

Amputations are still frequently performed on the 
‘“pre-cancerous” cervix. Blair believes that the use 
of the term “pre-cancerous” by the younger gyne- 
cologists is dangerous. He states that cancer never 
originates in a laceration but probably from erosion; 
and cauterization, not surgery, is indicated. 

The treatment of chronic salpingitis is similar to 
that of the acute condition, consisting in increasing 
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the leucocytes in the involved area by the application 
of heat by vaginal douches, diathermy, etc. 
Operations for the correction of retroversion are 
inexcusable since, with manipulation and exercises, 
a good position of the uterus can usually be obtained. 
In conclusion Blair says that the most important 
attribute of the gynecologist is not his surgical 
ability but his knowledge of what to do and his 
ability to conserve rather than to eradicate. 
Macnus P. Urnes, M.D. 


Graves, W. P.: Problems of Organ Conservation in 
Pelvic Surgery. Am. J. Obst. & Gynec., 1926, xii, 
217. 

In the cases of females under the age of maturity 
every effort should be made to preserve the full func- 
tion of the pelvic organs because of their influence 
on general development. 

After the age of maturity, the preservation of 
reproductive ability is the prime consideration. If 
this is impossible, every effort should be made to 
maintain the full menstrual function. After the age 
of 35 years, these requirements become progressively 
less stringent. 

If, for the welfare of the patient, reproductive 
ability and full menstrual capacity must both be 
sacrificed, complete ablation is preferable to resec- 
tions and transplantations that result in the scanty 
semblance of menstruation. 

The surgeon should be cognizant of the patient’s 
personal and domestic reactions to the question of 
conserving her organs, and in all cases should have 
permission to do during the operation whatever in 
his judgment is best for her future welfare. 

If ablation is necessary after maturity, the 
patient is not unsexed in the popular sense, since 
sex is a universal and not simply a local physical 


attribute; nor are the other organs of internal 
secretion, except in unusual instances, permanently 
disturbed. 

The unfavorable results of myomectomy are due 
chiefly to faulty technique such as rough scooping 
out of the myoma with the hand or a blunt instru- 
ment, incomplete ligation of the blood vessels, the 
tying of the final sutures too tightly in order to 
control bleeding, and the leaving of a ragged wound. 

Since the operation of myomectomy is designed 
to preserve reproductive power, the endometrium 
should be carefully guarded. 

The mortality of supravaginal hysterectomy for 
fibroids is low. 

The mortality of supracervical hysterectomy for 
all causes, though much higher than that for 
fibroids, is nevertheless low considering the serious- 
ness of many of the cases. 

If total hysterectomy is to be employed as a 
routine for fibroids, consistency demands that it be 
used in all cases requiring hysterectomy, especially 
cases of inflammatory pelvic disease. 

In the treatment of the average woman it makes 
very little difference whether in the course of a 
hysterectomy the ovaries are preserved or ablated, 
the ultimate results from both methods being 
excellent in a high percentage of cases. The author 
removes the ovaries chiefly because they may pro- 
duce trouble later as the result of cystic degener- 
ation, adhesions, or malignant change. 

In the discussion of this report, PoLAK said that 
he has modified his views with regard to supra- 
cervical versus total hysterectomy. He now does 
a complete hysterectomy only in cases in which 
there is extensive disease of the cervix complicating 
the pathological condition of the uterus for which 
the operation is done. E. L. Cornett, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Pendleton, G. F.: A Study of the Contour Ab- 
dominal Measurement of Pregnancy. Am. J. 
Obst. & Gynec., 1926, xii, 390. 


Pendleton states that in a certain percentage of 
cases labor can be predicted by measurement of the 
abdominal contour. This method is dependable and 
as accurate as Nagel’s rule after the twenty-fourth 
week. In Pendleton’s opinion, it should be used with 
the latter as a check and when the menstrual history 
has been very unusual. 

Its accuracy depends upon the position and 
attitude of the fetus in the uterus, being greatest in 
cases of left sided vertex positions. Posterior vertex 
positions are subject to marked variation. No 
decision as to the method of procedure in an unusual 
posterior position should be made on the basis of 
abdominal contour measurements. 

In cases with abnormalities of pregnancy and 
labor the measurements are greater than in normal 
cases. Careless measuring, lightening, uterine con- 
tractions, and uterine suspensions generally result in 
smaller measurements. Under-measurements are 
more valuable than over-measurements as they are 
less subject to error. I. L. Cornett, M.D. 


Thoms, H.: The Clinical Significance of X-ray 
Pelvimetry. Am. J. Obst. & Gynec., 1926, xii, 543. 

A method of X-ray pelvimetry is presented by 
means of which the dimensions of the superior strait 
can be measured with remarkable accuracy. ‘The 
method is applicable in any stage of pregnancy and 
does not require elaborate apparatus. 

A technique is described which makes it possible 
to obtain lateral views of the pelvis showing the 
contour of the sacrum and the relation of the pre- 
senting part to the superior strait. Attention is 
drawn to the value of such information in the 
diagnosis of the less severe grades of rachitic pelvic 
deformity. 

The importance of the two methods as aids in the 
study of contractions of the pelvis is emphasized. 

I. L. Cornett, M.D. 


Nafe, C. A.: Extra-Uterine Pregnancy. J. Jndiana 
Stale M. Ass., 1926, xix, 332. 

It is the purpose of this article to review very 
briefly some of the various discussions on extra- 
uterine pregnancy and to classify and summarize 
briefly forty-eight cases of this condition observed at 
the Indianapolis City Hospital. 

The forty-eight cases were primarily tubal preg- 
nancies occurring in the ampullar or fimbriated 
portions of the tube and may be classified according 
to their methods of termination into three groups: 


Group 1. Eight cases of tubal rupture with pro- 
fuse intra-abdominal haemorrhage necessitating im- 
mediate operation to save life. 

Group 2. Thirty-five cases of intra-abdominal 


tubal rupture or abortion with moderate hamorrhage 


and haematoccle formation beginning in the second 
or third month of pregnancy but not recognized and 
treated as such until from one to six weeks later. 

Group 3. Five cases of primary tubal pregnancy 
with secondary abdominal implantation following 
tubal rupture or abortion. ‘Two of the patients in 
this group went to term, and two went six weeks 
past term. 

One patient in Group tr presented a very unusual 
condition. The uterus was of about normal size or 
slightly enlarged. The left tube and ovary were 
normal, but the right tube and ovary seemed at first 
to be missing. On careful search, however, the right 
ovary and a small portion of the fimbriated end of 
the right fallopian tube were found attached to the 
abdominal wall in the region of the meso-appendix. 
The fallopian tube had been ruptured by a tubal 
pregnancy. This anomalous form of tube was con- 
nected by a thread-like band to the uterus near the 
cervix on the right side. In its course, the small band 
ran deep into the pelvis with the folds of the dwarfed 
broad ligament for a distance of 6 in. 

On microscopic examination of a small section of 
the band which was removed no lumen or epithelium 
could be found. It was therefore evident that the 
fallopian tube on the right side had no connection 
with the uterus. As far as could be determined, the 
corpus luteum was on the right side. Therefore the 
spermatozoa must have entered the abdomen 
through the fallopian tube on the left side and 
fertilized the ovum of the right ovary, which then 
became implanted in the small right anomalous 
fallopian tube. 

Of the patients in Group 2 only six realized that 
they were pregnant. Five were not marricd. The 
only sign of pregnancy in the majority of the cases 
was a missed menstrual period and this was attributed 
by the patient to some other factor. In approxi- 
mately 25 per cent the regular menstrual period was 
not missed. Many obstetricians have noted that the 
symptoms of extra-uterine pregnancy are not as 
constant as those of intra-uterine pregnancy. 

In the cases reviewed the initial symptom began 
while the patient was on her feet and consisted in a 
sharp pain which usually was accompanied by faint- 
ness or a sick feeling. Subsequently similar attacks 
occurred and were followed in a short time by slight 
vaginal bleeding and the shedding of decidual mem- 
branes as in abortion in intra-uterine pregnancy. 
However, it is impossible to make a definite diag- 
nosis of extra-uterine pregnancy from the finding of 
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decidual cells in the vaginal discharge as this occurs 
also in other pathological conditions of the pelvis. 

The presence of blood in the peritoneal cavity 
was responsible for a fever of from 99.5 to 100.5 
degrees F. and an average white blood-cell count of 
approximately 15,000. 

There was marked generalized tenderness of the 
abdomen, often with distention but with only slight 
rigidity. Pain along the costal margins, due to blood 
in the peritoneal cavity, was present quite frequently 
and suggested cholelithiasis. 

There was distinct vaginal tenderness, and urina- 
tion and defecation were usually painful. 

In most of the cases there was slight jaundice due 
to the absorption of blood. The bluish discoloration 
of the umbilicus which has been described in reports 
of this condition was not noted in these cases. 

Cases falling into Group 3 are rare. These were 
cases in which the pregnancy began in the fallopian 
tube but was transferred by tubal rupture or abor- 
tion to another site and continued as an abdominal 
pregnancy. The author’s cases of this type are 
reported briefly. Cart H. Davis, M.D. 


McNalley, F. P.: The Association of Congenital 
Diverticula of the Fallopian Tube with Tubal 
Pregnancy. Am. J. Obst. &Gynec., 1926, xii, 303. 

Congenital diverticula of the fallopian tube, lined 
by folds of tubal epithelium and separated by 
muscle from the main lumen, have been frequently 
suggested as occasional factors in the development 
of tubal pregnancy, but the frequency of their 
occurrence and their importance in the etiology of 
tubal pregnancy have not been emphasized. 

Of twelve cases of tubal pregnancy, diverticula 
were demonstrated in ten (83.3 per cent). The mal- 
formation was definitely responsible for the arrest of 
the ovum in three of the ten cases and was probably 
responsible also in the others. 

Irom these findings the author concludes that 
diverticula are more common than is generally 
believed, and that they are a factor of considerable 
importance in the causation of tubal pregnancy. 

I. L. Cornett, M.D. 


Davis, C. H.: Thyroid Hypertrophy and Pregnancy. 
J. Am. M. Ass., 1926, \xxxvii, 1004. 

Approximately 41 per cent of the last 520 women 
examined by the author during early pregnancy had 
visible hypertrophy of the thyroid. Eight have re- 
turned with typical symptoms of toxic goiter within 
fourteen months after delivery. Small doses of iodine 
have been administered during pregnancy but none 
after delivery. No patient has returned with hyper- 
thyroidism earlier than four months after delivery. 
Overwork, worry, and other forms of nervous strain 
appear to have been contributory factors. 

The use of iodine during pregnancy by women 
who live in goiter districts is advocated as a prophy- 
lactic measure unless they have an adenoma of the 
thyroid. Iodine hyperthyroidism is recognized as a 
possibility, but thus far has not been observed. The 


average metabolic rate of nine women with a normal 
thyroid at term was +2.4 per cent. Their average 
after delivery was —1.3 per cent. The average rate 
of seven women with simple hypertrophy was + 22.1 
per cent before term, with a later drop to + 3.1 per 
cent. The average rate of nine women believed to 
be of the hyperthyroid type was + 32.2 per cent 
before delivery, with a drop eleven days after de- 
livery to +8.9 per cent. With the exception of two 
in the last group, these patients took small doses of 
iodine during the last months of pregnancy. Pa- 
tients previously operated upon for toxic goiter are 
usually benefited by small doses of iodine during 
pregnancy. One such patient in the small group 
under observation apparently could not tolerate 
iodine. 

One patient had a successful operation for toxic 
adenoma of the thyroid in the fourth month of preg- 
nancy and later took iodine. One patient with a 
history of toxic adenoma took iodine during preg- 
nancy with apparent benefit, although she had a 
metabolic rate of +86 at term. She was successfully 
operated upon twenty days after delivery. The baby 
was kept at the breast and complementary feedings 
were stopped six days after the operation. The 
subsequent history of both mother and infant has 
been very satisfactory. Prolonged nausea and vom 
iting in one case was evidently due to a crisis of 
exophthalmic goiter. The metabolic rates of this 
patient are given. ‘Ten days before delivery she had 
a rate of +81 percent. Her nausea was lessened by 
the use of iodine. 

’atients with toxemia of pregnancy had low 
readings. Three with oedema and little or no albu- 
min in the urine had lower readings than the patient 
with high blood pressure and with albumin and casts 
in the urine, but no cedema. 

Comparative studies of the blood calcium and 
thyroid function, as indicated by the basal metabolic 
rate, show no relation between the milligrams of 
calcium in each 100 c.cm. of serum and the meta- 
bolic rate. The calcium determinations in twenty- 
four women with uncomplicated pregnancy showed 
an average of 9.97 mgm. before delivery and 10.5 
eleven days after delivery. Most of these women 
had taken calcium salts in addition to their food. 
The average for the patients with thyroid hyper 
trophy was slightly higher than the average for the 
women with a normal thyroid, but a small series 
does not warrant conclusions. ‘Three patients with 
toxemia of pregnancy showed a lowering of the cal 
cium after delivery, while the normal patients usu- 
ally showed an apparent increase within eleven 
days. In the few cases studied, the use of cod liver 
oil and ultraviolet irradiation did not appear to 
increase the blood calcium. 

This investigation is offered as a_ preliminary 
study. The observations thus far made suggest that 
if a woman with a normal thyroid has sufficient 
iodine during the course of a normal pregnancy, her 
basal metabolic rate will remain within normal lim- 
its although it may show a slight increase toward 
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the end of pregnancy. Metabolic rates that are well 
above normal limits are believed to indicate ab- 
normal function of the thyroid, usually of slight de- 
gree. The return to normal limits within eleven 
days after delivery, while the rule, does not prove 
that the increased rate did not signify an abnormal 
function. These patients should be kept under medi- 
cal observation for a long time after delivery. Many 
of the so-called neurotics of the past probably had 
a disturbance of thyroid function. 


Von Geldern, H.: Recurrent Toxzmia of Preg- 
nancy. California & West. Med., 1926, xxv, 333. 


Follow-up records of the Stanford Women’s 
Clinic, San Francisco, show that twenty-seven 
women with a toxemia of pregnancy have had sub- 
sequent pregnancies. ‘Thirteen of these have had one 
or more normal pregnancies following the toxic one, 
and fourteen have had a recurrence of the toxwmia 
in thirty-cight of sixty-one subsequent pregnancies. 

‘Twenty-five of 135 patients had convulsions. Of 
these, twenty-one were primipare. Two had spon- 
taneous abortions following their eclamptic preg- 
nancy, one had two normal subsequent pregnancies, 
and three had one or more toxic pregnancies follow- 
ing the pregnancy complicated by eclampsia. How- 
ever, no patients in this series had recurrent 
eclampsia. The maternal mortality in the cases of 
eclampsia was 16 per cent and the fetal mortality 20 
per cent. 

In the application of special methods of diagnosis 
to fourteen cases of recurrent toxamia, it was found 
that four patients (about 28 per cent) either had 
at the beginning, or developed in the course of their 
pregnancies a chronic nephritis, while ten had no 
demonstrable kidney lesions. 

One of the four patients with chronic nephritis had 
four toxic pregnancies and died following a caesarean 
section performed in the nineteenth week because 
of the chronic nephritis. Another had three toxic 
pregnancies and showed deficient kidney function 
before her last delivery. Examination ‘two years 
later revealed a heavy cloud of albumin in the urine 
and a blood pressure of 230 systolic and 150 diastolic. 
In each pregnancy the symptoms became more 
severe and appeared earlier. 

Another patient with chronic nephritis had four 
toxic pregnancies and showed deficient kidney 
function both before and after the delivery of her 
third baby at term. In her fourth toxic pregnancy a 
cesarean section was performed and sterilization 
was done to protect her kidneys. A fourth patient 
with chronic nephritis was delivered by a Porro 
caesarean section in the cighth month of her second 
toxic pregnancy. Her blood pressure was 270 
systolic and 150 diastolic and her urine showed a 
heavy cloud of albumin and hyalin and granular 
casts. Four years later her blood pressure was 236 
systolic and 136 diastolic. 

These four cases show that in chronic nephritis 
complicating pregnancy the symptoms develop rel- 
atively early and appear earlier with each succeed- 


ing pregnancy; the pathological changes in the 
urinary organs persist over a period of months follow- 
ing delivery and often never completely clear up; 
a hypertension of marked degree persists and in- 
creases in spite of prenatal care; and kidney function 
is deficient. 

In the group of cases of recurrent toxemia without 
evident permanent kidney damage the prognosis is 
difficult. Ten patients were placed in this group on 
the following indications: (1) relatively late onset of 
symptoms with a variable but usually earlier onset 
in subsequent pregnancies; (2) relatively late and 
sudden onset of pathological disturbances of the 
urinary organs; (3) rapid clearing up of the urine 
after delivery; (4) late development of hypertension 
with a rapid return to the normal level; and (5) a 
normal or somewhat impaired renal function show- 
ing improvement after delivery. 

Of these ten patients, seven were carried through 
their last toxic pregnancies and labors satisfactorily. 
The cases of the three others, in which the outcome 
was less favorable, show that with the ordinary 
clinical means it is difficult and often impossible 
to determine which patients in this group can be 
carried through pregnancy without endangering 
their lives. Cart H. Davis, M.D. 


Thalhimer, W.: So-Called Eclampsia without Con- 
vulsions Successfully Treated with Insulin, 
with the Report of a Case. Am. J. Obst. & Gynec., 
1926, Xl, 300. 

The author reports a case of rapid development of 
coma, a high blood-sugar level, acidosis, non-protein 
nitrogen retention in the blood, nephritis, and death 
of the fetus in the uterus occurring in a para-ii who 
was near term. The patient’s previous pregnancy and 
labor had been normal. The urine showed a heavy 
sugar reduction with 3 drops of Fechling’s solution, 
acetone and diacetic acid, albumin +-+++, and 
hyaline and finely granular casts. 

The patient was treated energetically with 5 per 
cent glucose solution given intravenously an in- 
sulin. At one time, 140 units of insulin were 
administered in nine hours. Labor was induced by 
means of gauze, and the fetus delivered in seven and 
a half hours. Nothing pathological was found in the 
fetus or placenta. 

From the second day after delivery, 20 units of 
insulin were given every six hours for eight days. 
On the third day the patient came out of the coma 
rather rapidly. The insulin was discontinued on the 
ninth day after delivery. i. L. Cornett, M.D. 


Rock, J.: Miscarriage: Its Causes, Diagnosis, and 
Treatment. Boston M.S. J., 1926, cxcv, 843. 


The author states that most spontaneous mis- 
carriages are caused in man, as in lower animals, by 
intrinsic disturbances in the fertilized ovum or the 
maternal organism and not by extrinsic environ- 
mental accidents to the mother. 

The causes of sterility and of miscarriage are 
probably, in large part, identical, the two conditions 
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being, as Macomber and Reynolds have taught, but 
different degrees of diminished fertility. The causes 
of miscarriage should be studied in detail, the in- 
vestigation including a careful examination of both 
patients as well as of the products of conception. 

The diagnosis of miscarriage is usually easy. The 
important difficulty is met in discriminating between 
a merely threatened and an inevitable miscarriage. 
Various criteria for judgment are given. 

The treatment of threatened miscarriage is 
deterrent, whereas that of inevitable and incomplete 
miscarriage is provocative. Many authorities and 
their statistics are cited. Some obstetricians advise 
great conservatism in the treatment, and others, 
extremely aggressive procedures. 

An analysis of 131 cases at the Boston Lying-In 
Hospital shows good results from a routine which 
permits conservative treatment of cases which are 
progressing properly by themselves and interference 
before trouble is reached in the others. Except in 
cases of active and severe haemorrhage, a septic 
uterus should not be invaded. 

Ro anp S. Cron, M.D. 


LABOR AND ITS COMPLICATIONS 


Friis-Rasmussen, H.: Research on Delivery in 
Breech Presentation. Acta obst. et gynec. Scand., 
1920, V, 41. 


After reviewing the results of deliveries by the 
breech (465 cases) in the obstetrical department of 
“Rigshospitalet” in the period from 1910 to 1921, 
the author arrives at the following conclusions: 

Factors of great importance in the prognosis of 
delivery by the breech are the prolongation of the 
labor and the early rupture of the membranes which 
are so frequent in such cases. During the period re- 
viewed, the puerperal morbidity in the cases of breech 
presentation was greater than the average morbidity 
in all parturitions (15,687). 

Perineal laceration occurred in 55.2 per cent and 
complete rupture in 1.4 per cent of the cases of 
breech presentation. 

The total mortality among the infants was 14.2 
per cent. The mortality of the infants of primi- 
gravide was 8.8 per cent and that of the infants of 
multipare, 6.7 per cent. 

The prognosis is less favorable in the cases of 
elderly primigravide than in those of young primi- 
gravid, and less favorable for premature infants 
than for full-term infants. 

In more than half of the cases, extraction by the 
breech was done. In cases with no irregularity or 
direct indication for immediate delivery there were 
no infantile deaths. 

When the interference was necessitated by some 
direct obstetrical indication such as threatening in- 
tra-uterine asphyxia the mortality was 18.4 per cent 
and was greater in the primigravide than in the 
multipare. 

The prognosis is more unfavorable in the cases 
of primigravide and particularly those of elderly 


women because of the tendency in such cases toward 
early rupture of the membranes and prolongation of 
the labor, particularly in its last stage, the narrow 
unyielding condition of the vagina and vulva, and 
the frequency of obstetrical lesions. 

It is particularly in the management of the last 
stage of labor, especially in the cases of primi- 
gravida, that efforts must be made to improve the 
results. 

In cases in which episiotomy was resorted to 
before extraction, the wound healed much more 
favorably than in cases in which laceration occurred 
without episiotomy. In no case did the delivery 
cause the episiotomy wound to slit further open. 

Therefore in the cases of primigravide it is ad- 
visable to do an episiotomy and extraction as soon 
as the breech is well down. In the cases of multip- 
are, extraction should be done but episiotomy is not 
necessary. 


Rucker, M. P.: The Frequency and Symptoms of 
Prolonged Retained Placenta. Virginia M. 
Month., 1926, liii, 362. 

Reed divides cases of placental retention into: 
(1) those of partial detachment, and (2) those of 
complete adherence. The former condition is always 
characterized by haemorrhage. In the latter, the 
placenta may be retained for from a few hours to 
eight or nine months, when some pathological 
symptom such as amenorrhza leads to an investi- 
gation. 

Retention of the placenta is much more common 
after abortion than after full-term labor. Curettage 
is very frequently an etiological factor, hemorrhage 
is the chief and often the only symptom. Some cases 
show evidence of infection. Occasionally there are 
symptoms of toxemia, but at times there may be 
no symptoms at all. The condition may terminate in 
spontaneous expulsion, apparent absorption, the 
formation of polyps simulating submucous fibroids 
or carcinoma of the body of the uterus, or death 
from sepsis. 

All retained placenta or parts thereof should be 
removed. The only problem is the best time for the 
removal of the totally adherent placenta in cases 
which are seen late. Some insist that the uterine 
cavity should not be invaded until the pulse and 
temperature have been normal for several days. In 
placenta accreta, removal of the placenta through a 
hysterotomy incision has been recommended. When 
this is impossible, hysterectomy should be done. 
The pustiel sctamedl of a placenta that has no line of 
cleavage favors hemorrhage, sepsis, and perforation. 

ALBert W. Hotman, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 
Miller, H. A.: Postpuerperal Morbidity. J. Am. M. 
Ass., 1926, Ixxxvii, 830. 
From a study of 1,000 cases the author concludes 
that postpuerperal morbidity occurs much more fre- 
quently than is generally supposed. 
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Operative delivery increases postpuerperal mor- 
bidity and is to be condemned except when it is 
absolutely necessary to save the life of the mother 
or the child. Even slight fever during the puerperal 
period is definite evidence of injury. 

The present incidence of postpuerperal morbidity 
seems to justify a return to rational non-intervention 
and the avoidance of measures to hasten delivery 
except in fetal distress, uterine inertia, or dispro- 
portion. 

Attention to cervical injuries will greatly lessen 
the patient’s discomfort and in cases of erosion may 
have an influence in decreasing the danger of 
malignancy. Postpuerperal examinations should be 
made after each delivery. | Macnus P. Urnes, M.D. 


NEWBORN 


Loomis, F. M.: Birth Injuries from an Obstetrical 
Standpoint. California & West. Med., 1926, xxv, 
339- 

From statistics covering thousands of autopsies 
and scores of thousands of births which have been 
published in England, Germany, and the United 
States in the last three or four years, the following 
conclusions are drawn: 

1. Intracranial hemorrhage is the most frequent, 
most dangerous, and least often diagnosed com- 
plication of birth injury. 

2. In spite of the greater ease of their delivery, 
premature infants are much more apt to suffer 
intracranial injury than full-term infants. 

3. Breech deliveries are more likely to result in 
intracranial injury than vertex deliveries. 

4. A large percentage (up to 25 per cent) of intra- 
cranial injuries occur in normal deliveries. 

5. Forceps delivery is an important but uncertain 
factor in such injuries. 

6. The relation of mental defects in later life to 
injuries at birth is still unsettled. 


Obstetricians are agreed that the most common 
cause of intracranial injury is excessive moulding. 
Associated factors are increased intracranial pressure 
and intracranial congestion. It is believed that these 
conditions depress the respiratory center to such an 
extent that no amount of stimulation is effective. 

Recent autopsy reports emphasize the danger of 
breech delivery and of version followed by extrac- 
tion. Holland reports a tear of the septa formed by 
the dura in the cases of eighty-one of 167 fetuses 
dying during labor. Thirty-five of the eighty-one 
were cases of breech delivery or version. In twenty 
of twenty-three infants born by breech delivery 
upon which Saenger performed an autopsy he found 
a tentorial tear and in twenty-two an intracranial 
hemorrhage. In autopsies on 400 newborn infants, 
200 of which were delivered at term and 200 de- 
livered prematurely, Cruickshank found evidences 
of gross intracranial haemorrhages in 50 per cent of 
the mature infants and 4o per cent of those delivered 
prematurely. More surprising was the fact that 47 
per cent of the mature infants and 52 per cent of the 
premature infants showing tentorial laceration had 
been born by breech delivery. This indicates that 
forced or hurried breech delivery is most dangerous 
for the fetus. Whatever may be thought of Potter 
version as a routine procedure, Potter has con- 
sistently warned against too much speed. The 
author states that when it is more generally realized 
that the greater danger lies in the intracranial in- 
jury which is sure to follow force from below, there 
will be less worry with regard to the time limit for 
compression of the cord. 

The use of high forceps is fortunately almost 
obsolete, but the use of mid-forceps and of low 
forceps is becoming increasingly safe as hospital 
conditions improve. According to Barnes, we 
should wait only to see what a woman can accom- 
plish, not what she can endure. 

Cart H. Davis, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Helmholz, H. F.: The Therapeutic Value of Hexyl- 
resorcinol in Chronic Pyelitis of Childhood. 
Am. J. Dis. Child., 1926, xxxii, 396. 


A group of fourteen patients with pyelitis, four 
with definite complicating anatomical lesions of the 
urinary tract, were treated with hexylresorcinol. The 
infecting organism was the bacillus coli in ten cases, 
a streptococcus in two, a staphylococcus in one, and 
bacillus proteus in one. The duration of the infec- 
tion varied from less than a month to ten years. 

In a few cases, hexylresorcinol was administered 
in olive oil, but more often it was given in gelatin 
capsules each containing 0.15 gm. The initial dose 
was usually 0.15 gm. three or four times during a 
period of twenty-four hours. If no change was 
noted in the urine after from seven to ten days, the 
dose was increased to 0.3 gm. three or four times 
daily. The maximal dosage was 0.9 gm. four times 
daily for a period of four days. The treatment was 
continued for periods of from one week to forty-nine 
days. 

In only one case did the hexylresorcinol bring 
about sterilization of the urine. In two cases, large 
doses of the drug had to be discontinued because 
of nausea and vomiting. It is striking that in six of 
the nine uncomplicated cases of pyelitis the infec- 
tion was cleared up by the administration of hexa- 
methylenamin and ammonium chloride in periods of 
from three days to three weeks. What influence the 
preliminary treatment with hexylresorcinol may 
have had on the rapid clearing up of the infection 
after treatment with hexamethylenamin the author 
was unable to determine. A similar series of chronic 
cases, however, cleared up without this preliminary 
treatment. 

Hexylresorcinol therefore does not seem to measure 
up to the standard set by hexamethylenamin in the 
treatment of pyelitis. 


Hess, E.: Renal Sympathectomy: Report of Two 
Cases. J. Urol. 1926, xvi, 191. 


Hess reports two cases of renal sympathectomy. 
While the operation did not remove the pathological 
condition, it relieved the symptoms and favored the 
elimination of increased fluid of low specific gravity. 
The author regards it as very surprising that the 
ureter can be so thoroughly freed from its blood and 
nerve supply without causing either dilatation or 
necrosis. 

The patients whose cases are reported will be kept 
under very close observation, and pyelograms and 
functional kidney tests will be made at intervals of 
six months to note any future changes that may take 
place. Louis Gross, M.D. 


Carson, W. J.: Ureteral Dilatation of Pregnancy: 
Autopsy Findings. J. Urol., 1926, xvi, 167. 

Ureteral dilatation with stagnation of urine in the 
ureter and kidney pelvis during pregnancy has been 
attributed by many observers to compression of the 
ureter by the enlarging uterus. 

In a study of a large number of sections from the 
ureters in cases of ureteral dilatation of pregnancy 
coming to autopsy, Carson found in primipare a 
definite cedema in the mucosa, tunica propria, and 
inner half of the muscular layer with a moderate 
infiltration of small round cells, mononuclear wander- 
ing cells, and a few polymorphonuclear leucocytes. 
In multipare, the sections showed a thickening due 
to a previous inflammatory reaction with super- 
imposed cedema and congestion. 

Pregnancy apparently causes a dilatation of the 
right ureter and, in a large percentage of cases, a bi- 
lateral dilatation due to pressure on the ureter, with 
a secondary inflammatory reaction in the ureteral 
wall. If pyogenic bacteria are carried to the ureter 
by the blood stream or lymphatics, they find favor- 
able conditions for their growth and there ensues a 
marked acute inflammation which may be followed 
by the formation of scar tissue giving rise to 
stricture. Louts Gross, M.D. 


Stevens, A. R.: Diverticulum of the Ureter: A Case 
with Acute Inflammation and Spontaneous 
Perforation. J. Urol., 1926, xvi, 157. 

Stevens reports a case of diverticula of the ureter 
in a man 59 years of age who complained of chills, 
fever, and pain in the lower part of the abdomen 
and groin on the left side There were no symptoms 
referable to the urinary tract. A pyelographic 
study showed dilatation of the pelvis and calyces and 
an irregular shadow at the ureteropelvic juncture. 
Below this shadow the ureter was slightly dilated. 

Because of the clinical findings and the suspicion 
of infected hydronephrosis of the left kidney, a 
kidney operation was done. Posterior to the 
ureteropelvic juncture there was an abscess which 
extended downward along the course of the ureter. 
The kidney contained multiple cortical abscesses. 
A ureteronephrectomy was done. Two small saccula 
tions were found in the upper part of the ureter. 
One had ruptured, but the other was intact. The 
operation was followed by uneventful convalescence. 

J. Sypnry Ritter, M.D. 


BLADDER, URETHRA, AND PENIS 


Keyes, E. L.: Bladder Spasm and the Bladder 
Splint. J. Urol., 1926, xvi, 225. 
Repeated overdistention progressively reduces the 
physiological capacity of the bladder. 
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Keyes applies a’ modified decompression apparatus 
to act merely as a bladder splint. It consists of 
open tubing attached to an indwelling catheter 
terminating in a U-tube over the top of an irrigating 
can. Elevation should be no more than 6 in. above 
the level of the bladder. 

This is the only way to stop inflammatory bladder 
spasm immediately and to give the bladder the 
necessary rest. Gitpert J. THomas, M.D. 


MacKenzie, D. W.: Malignant Growths of the 
Lower Urinary Tract. Canadian M. Ass. J., 1926, 
Xvi, gog. 

MacKenzie reports some of the difficulties he has 
had in the care of cases of malignant growths of the 
lower urinary tract. 

The most important group of bladder growths are 
the papillary carcinomata. A large number of these 
are extensions from the prostate. The most common 
signs suggesting malignancy are induration, slough, 
resistance to fulguration, and a single tumor. 
MacKenzie classifies bladder growths as follows: 

1. Papillary fibro-epithelial growths (benign), in 
which the epithelial proliferations are restricted to 
the mucosa and are displaceable at the base. 

2. Papillary fibro-epitheliomata (malignant), 
which do not penetrate into the muscularis or 
metastasize. 

3. Papillary carcinomata, characterized by de- 
structive deep growth with typical cancer cells. 

4. Solid cancers—medullary, scirrhous, and alve- 
olar. 

[noperability of bladder tumors depends upon 
the length of time between the first symptoms and 
the operation. In 75 per cent of the author’s cases 
the chief complaint was hematuria. Frequency of 
micturition was the chief complaint in 25 per cent 
and was present in 60 per cent. 

In the early stages, carcinoma is local and the 
treatment should be complete radical excision. The 
high-frequency current is of no value in carcinoma 
except for haemostasis. In extensive papilloma of 
the bladder, cauterization through a suprapubic 
incision gives good results. To avoid implants the 
author uses the method of Beer and Squier of liber- 
ating the bladder and delivering it extraperitoneally 
before opening it and then destroying the tumor 
with the electric cautery i situ with as little manipu- 
lation as possible. If the tumor is malignant, the 
underlying bladder wall is widely excised. If the 
ureter is involved, it is transplanted and the bladder 
is swabbed with carbolic acid and neutralized with 
alcohol. The wound is closed with a suprapubic tube 
into the bladder and a cigarette drain extravesi- 
cally. 

With advancing age the prostate undergoes a 
physiological retrogression which is often diagnosed 
as cancerous or precancerous but is better called 
carcinoid. This condition has been produced experi- 
mentally. It is potentially cancerous but does not 
always develop into true cancer. According to 
Oertel, the development of cancer requires, in addi- 


tion to cancer cells, a tendency of the host to 

furnish stroma and vasculature. If this response 

fails, the lesion remains carcinoid or disappears. 
BENJAMIN F. Rotter, M.D. 


Caulk, J. R.: Sarcoma of the Bladder. J. Urol., 
1926, xvi, 211. 

Caulk reports a case of non-epithelial sarcoma of 
the bladder. 

An analysis of the cases reported in the literature 
indicates the great selectivity of sarcomatous tu- 
mors of the bladder for the trigone and its juncture 
with the base of the bladder. This is probably due 
to a faulty seam of fusion of the two fetal surfaces 
and the mesodermal origin of the trigone. 

Girpert J. THomas, M.D. 


Burnam, C. F., and Neill, W., Jr.: The Treatment 
of Epithelial Tumors of the Bladder. Am. J. 
Roentgenol., 1926, xvi, 219. 

In this study, the conventional clinical classifica- 
tion of epithelial tumors of the bladder into benign 
papillomata, malignant papillomata, papillary car- 
cinomata, and infiltrating carcinomata, was adopted. 
The cases were grouped according to whether the 
neoplasm was large and inoperable or small or of 
medium size and operable. The chief purposes of 
the investigation were: (1) to determine the kinds 
of treatment suitable for the various types of 
tumors and the various stages of their growth, and 
(2) to demonstrate the value of irradiation, particu- 
larly radium irradiation, as a method of treatment. 

The results obtained by other workers in this class 
of cases are reviewed briefly. Short descriptions of 
the pathological characteristics of the tumors under 
consideration are given and reference is made to the 
symptoms and diagnosis. The technique used is 
described at some length as regards the application 
of radium at the surface, within the bladder, and 
within the tumor. Only gamma radiation was 
employed. The application of roentgen rays of 
short wave length is also considered briefly. 

The results obtained and the ages and sex of the 
patients are given in tables. The authors’ summary 
and conclusions are as follows: 

1. Benign papillomata of small or medium size are 
best treated by fulguration and the direct applica- 
tion of radium through the urethra. In cases of very 
extensive tumors external irradiation by radium or 
the roentgen rays should be added. Whenever an 
operation is carried out in such a case it should be 
followed by irradiation. 

2. Small malignant papillomata, papillary car- 
cinomata, and infiltrating carcinomata can be 
effectually treated by transurethral, intravesical 
topical application to which external irradiation is 
added. In the occasional case of tumor localized on 
the trigonum, moderate irradiation from the vagina 
is also of value. 

3. Large, malignant papillomata, papillary car- 
cinomata, and infiltrating carcinomata which, so far 
as this can be determined by preliminary examina- 
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tions, are limited to the bladder, should be treated 
somewhat differently in the male and female. In 
both, if the tumor is not too extensive and is limited 
to a movable part of the bladder, a suprapubic 
incision should be made and the tumor removed by 
resection with a wide area of bladder wall. If the 
disease is limited to a portion of the bladder where 
resection is difficult, such as the base, it should be 
treated by implantation through a_ suprapubic 
incision in the case of the male and by implantation 
through the urethra in the case of the female. In all 
these conditions, topical applications should be 
made through the urethra and transcutaneous 
applications through suprapubic portals. When the 
entire bladder is involved, the treatment should be 
limited to topical intravesical applications and 
transpubic deep radium and roentgen-ray treatment. 

4. When the disease is extravesical, it is usually 
best to limit the treatment to moderate intravesical 
applications, usually from the center of the distended 
viscus, and to heavy external irradiation, with cross- 
firing to take in the entire disease from a number of 
portals. 

5. If a tumor supposedly limited to the bladder is 
found on operative exposure to be already extra- 
vesical, it should be implanted at the time of the 
operation and the treatment should then be followed 
up as given under Conclusion 4. 

Apo.trei Hartunc, M.D. 


Waters, C. A.: Four Years’ Experience in the 
Treatment of Tumors of the Bladder by Deep 
Roentgen Therapy. Am. J. Rocnigenol., 1920, 
XVi, 203. 

This article is based on 120 cases of bladder tumors 
in which irradiation was used. Of the neoplasms of 
epithelial origin, about 90 per cent were papillary 
tumors. Fifty per cent of these were classified as 
papillomata, either benign or malignant; 15 per cent 
as superficial or non-infiltrating papillary carci- 
nomata, either single or multiple; and 35 per cent as 
infiltrating papillary carcinomata, either superficial 
or deep. 

In a study of the cases observed in the Brady 
Urological Clinic, Baltimore, it was found that about 
10 per cent of the infiltrating carcinomata are either 
sufficiently circumscribed or so situated as to permit 
their successful radical resection. By a combination 
of fulguration with intravesical applications of 
radium to the growth through the urethra, on the 
one hand, and by the destruction of the carcinoma 
with the cautery after suprapubic incision on the 
other hand, about 75 per cent of the tumors can be 
removed. This leaves about 25 per cent that occupy 
positions which render them inoperable or involve 
such extensive areas of the bladder wall that no 
chance of success is offered by surgery, intravesical 
radium treatment, or fulguration. In a certain 
percentage of hitherto hopeless infiltrating cancers, 
radium-element needles or emanation tubes may be 
Successfully implanted throughout the tumor area 
through a suprapubic opening. In some of the re- 


maining cases, deep roentgen-ray therapy with its 
modern methods of application offers some help. 
Even when no other benefit was obtainable with it, 
the distressing root pains and hematuria were re- 
lieved in most cases. 

The author reviews sixty-seven cases of vesical 
carcinomata studied in collaboration with Geraghty 
in 1923. Twenty-five of these were treated by im- 
plantation with emanation points or radium needles; 
twenty-one with deep roentgen irradiation alone; 
and twenty-one with deep roentgen therapy and 
intravesical applications of radium combined. The 
results obtained in each of these groups are given in 
some detail, and the case reports are supplemented 
with illustrations. 

In conclusion it is stated that the best treatment 
for superficial papillary carcinoma, localized or 
extensive, is a combination of deep roentgen-ray 
therapy and the applications of radium directly to 
the surface of the growth. In cases of infiltrating 
growths which are operable, radical resection should 
be carried out. In cases of growths which are inoper- 
able on account of their location or extent, intra- 
vesical radium and deep roentgen therapy should be 
given a trial. In a certain number of such cases a 
favorable result will be obtained by this method 
alone. In cases in which this procedure does not 
yield results and the growth is sufficiently localized 
to warrant the implantation of radium needles, the 
bladder should be opened and screened radium 
needles implanted throughout the growth. If the 
growth is so extensive that a total of more than 
2,500 mgm.-hrs. of radium is necessary in order 
thoroughly to implant the cancerous area, implanta- 
tions should not be considered. In case of tumors 
too extensive for radium implantations, deep roent- 
gen therapy alone should be employed. Occasionally 
a cure may be obtained and in a few cases there will 
be at least an alleviation of the symptoms. 

Apoteu Hartune, M.D. 


GENITAL ORGANS 


Aversenq: Extraprostatitis and Extracystitis of 
Urethral Origin (Les extraprostatites et les extra- 
cystites d’origine de uréterale). J. d’urol. méd. et 
chir., 1926, xxi, 481. 

Several years ago, in collaboration with Dieulafé, 
the author pointed out the difference between (1) 
the periprostatic and perivesical spaces and (2) the 
extraprostatic and extravesical spaces. Inflamma- 
tion in the latter spaces, although near the prostate 
and bladder, are separated from them by important 
planes and have an etiology, a topography, and a 
syndrome of their own. 

Back of the prostate there is an aponeurosis which 
passes from the peritoneal cul-de-sac to the first 
fibers of the membranous sphincter. This is the 
posterior periprostatic aponcurosis. In front of it is 
the posterior periprostatic space, and back of it the 
posterior extraprostatic space. In front of the blad- 
der there is an aponeurosis which is comparable to 
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the posterior periprostatic aponeurosis, namely, the 
prevesicopelvic fold. This is prolonged below, in 
front of the prostate, by the anterior periprostatic 
aponeurosis. The author supplements his descrip- 
tion by diagrammatic outlines of frozen sections. 

The extraprostatic and extravesical spaces are 
frequently infected, not from the bladder and 
prostate, but from the posterior urethra. Ten cases 
are reported. The location of such infections is best 
established by rectal palpation. 

The treatment is suprapubic incision followed 
generally by cystostomy and_ perineal counter- 
incision. ‘The counter-incision, however, is not 
always necessary. Extracystitis in an early stage 
may be cured by a hypogastric incision alone, but it 
must be borne in mind that the origin of extracysti- 
tis is perineal. 

A more careful study of the lymphatics of the 
region under discussion is desirable. Early recogni- 
tion of the inflammations is of importance. In the 
late stages it is impossible to determine their origin 
exactly. Inflammation of the periprostatic or peri- 
vesical spaces and inflammation of the extrapro- 
static and extravesical spaces may invade the 
periprostatic and perivesical spaces. 

Aubrey G. Morcan, M.D. 


Marion: Radiotherapy of Prostatic Adenomata 
(La radiothérapie des adénomes prostatiques). J. 
d@urol, méd. et chir., 1926, xxii, 65. 

Marion states that he has never noted any benefit 
from irradiation of prostatic adenomata, but that 
this treatment does not interfere with later opera- 
tion. While the patients say they feel better, he has 
found, on examination, that the prostate is of about 
the same size as before the irradiation and the 
retention is the same of has even increased. He will 
be convinced that irradiation is of value only when 
he sees it effect a cure of chronic complete retention. 
The patients in whom he has noted improvement 
following radiotherapy were those with residue or 
pollakiuria, and these symptoms may cease without 
any treatment at all. Moreover it is generally known 
that at one examination the prostate may be found 
large and tense, whereas at the next, having been 
evacuated, it will be very much smaller without any 
treatment. Marion is therefore of the opinion that 
radiotherapy has little or no effect on hypertrophy 
of the prostate, but as it does no harm, may be given 
for its psychological effect. 

In the discussion of this report, PAPIN agreed with 
Marion that irradiation is of no benefit in prostatic 
hypertrophy but does not render subsequent opera- 
tion any more difficult. He has known of only one 
case in which it appeared to do harm. In this 


instance the treatment at first seemed to cause im- 
provement, but thereafter had no effect and cystos- 
tomy became necessary. The patient recovered from 
the operation normally, but soon began to have 
peculiar crises characterized by intense urticaria, a 
decrease in the amount of urine from between 1,800 
and 2,000 to 200 c.cm. in twenty-four hours, and a 
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very marked fall in the blood pressure. These crises 
recurred at intervals of several weeks. At the end of 
six months a prostatectomy was performed. After 
the operation the crises continued for two years but 
gradually became less frequent. 

In Papin’s opinion, roentgenologists who think 
they have obtained good results from irradiation in 
the treatment of enlarged prostate should confirm 
their conclusions by posterior urethroscopy and 
cystoscopy, measurement of the bladder capacity, a 
study of the diurnal and nocturnal micturition, and 
a functional examination of the kidneys before and 
after the treatment. 

GAYET reported a case in which roentgen therapy 
had a definitely unfavorable effect, the first treat- 
ment resulting in complete retention which persisted 
for fifteen days. At the end of that time, operation 
was performed. The removal of a small adenoma 
was followed by complete and rapid recovery. 

Auprey G. Morcan, M.D. 


The Value of 
Illinois M. J., 


Caulk, J. R.: The Fallacious Orifice 
the Cautery Punch Operation. 
1926, l, 317. 


The author applies the term “fallacious orifice” 


to the vesical outlet because the cystoscopic picture 
it presents in various conditions differs so greatly on 
successive examinations. The findings of rectal 
palpation of the prostate show a similar variation. 
The first examination may reveal a large, firm, 
smooth prostate the size and consistency of whici 
are due to congestion attendant upon urinary ob- 
struction. At the end of a period of drainage with an 
indwelling urethral catheter, the prostate often 
becomes much smaller and presents marked 
nodularity disclosing the presence of malignancy 
which previously had been masked by the congestion. 
The author urges the more frequent use of the 
cautery punch operation for the relief of prostatic 
obstruction of all types, the gross hypertrophies as 
well as the fibrous contractures of the bladder neck, 
as he finds that removal of small portions of the 
gland often results in permanent relief of the 
obstruction, Henry L. SAnrorp, M.D. 


Negley, J. C.: Complications Following Prostatec- 
tomy. California & West. Med., 1926, xxv, 208. 


Negley reviews 250 cases of simple benign hyper- 
trophy of the prostate in which complete removal of 
the gland was done by the suprapubic route. No 
cases are included in which complications developed 
after the patient left the hospital. Most of the 
patients were under observation for about a month. 

Bronchopneumonia occurred in eleven cases, epi- 
didymitis in nine, myocarditis in three, pyelone- 
phritis in three, peritonitis in one, and haemorrhage 
in two. Seven patients had residual urine. In six of 
these cases the quantity was less than an ounce and 
in one was 3 0z. Three of the patients with residual 
urine had a suprapubic fistula. Contracture of the 
bladder neck occurred in one case. Psychoses de- 
veloped in two, in one of which the Wassermann 
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reaction was 4+-, and in the other of which there was 
a history of transient attacks of mental aberration 
for fifteen years. 

In all of the cases with complications the non-pro- 
tein nitrogen ranged between 35 and 50 per cent, but 
the sugar, uric acid, and creatinin in the blood were 
normal or nearly normal. The phthalein test also 
was nearly normal. ‘These findings suggest that 
operation should not be performed when the non- 
protein nitrogen is above 35 per cent even if all other 
factors are normal. Louts Gross, M.D. 


MISCELLANEOUS 


Mixter, C. G.: Surgical Aspects of Pyuria in Child- 
hood. Boston M.& S.J., 1926, exev, 615. 
Persistent or recurrent pyuria requires urological 
investigation, especially when focal infection has 
been ruled out and medical treatment has been given 


without benefit. Cystoscopic examination with 
ureteral catheterization can be performed in chil- 
dren, and usually also in infants, without undue risk. 

Underlying causes of chronic pyuria are enerva- 
tion, tuberculosis, calculus, and urinary stasis. 
Stasis may be the result of intrinsic lesions of the 
urinary tract or produced by pressure on the tract 
from without. The lesions are usually of congenital 
origin. 

Obstruction to the outflow of urine is most fre- 
quently encountered at the ureteropelvic juncture, 
the vesical insertion of the ureter, or the deep 
urethra. In the presence of urinary stasis, medical 
treatment and local measures will fail to eradicate 
the infection. 

To prevent destruction of the kidney, surgical 
measures should be used at the earliest possible 
moment to remove the obstruction and overcome 
the stasis. C. Travers Stepita, M.D. 








SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Bloodgood, J. C.: Bone Sarcoma— Periosteal and 
Diffuse ‘Type, and Their Diagnosis from Benign 
Lesions. J. Bone & Joint Surg., 1926, viii, 727. 

Bloodgood states that when a palpable mass is 
distinctly situated on the shaft of a bone, like an 
exostosis, and when the roentgenogram shows new 
bone resting on the shaft, it must be borne in mind 
that trauma, infections, and neoplasms may all 
produce an ossifying periosteal growth with or with- 
out any visible changes in the shaft. 

When the roentgenogram shows a diffuse lesion 
resembling, for example, a sclerosing sarcoma, it 
must be borne in mind that the non-suppurating 
sclerosing sarcoma and this type of osteomyelitis 
may somewhat resemble sclerosing sarcoma. In 
both, there is evidence of new bone in the involved 
area and as a rule the dark areas of ossification pre- 
dominate in the roentgenogram. 

In an article by Bloodgood on central lesions of 
bone with an intact bone shell and with or without 
fracture, it was suggested that delay in operative ex- 
ploration while roentgen therapy is being given adds 
no risk. By taking repeated roentgenograms it is 
possible to tell whether there is non-union of a 
fracture or further thinning and expansion of the 
bone shell or evidence of a lack of ossification in the 
central tumor area. If the lesion is in the shaft of a 
child under 15 years of age, the diagnosis of benign 
cyst is quite certain and there need be no roentgen 
treatment during the period of observation. Lack of 
ossification is an indication for operation. Recent 
experience has shown that roentgen treatment may 
be beneficial in the giant-cell tumor. 

When a central tumor is found on explaration not 
to be a bone cyst, the tumor tissue within the bone 
shell should be thoroughly removed with thermal 
and chemical cauterization. In cases of chondroma, 
myxoma, and chondrosarcoma in which involve- 
ment of the bone shell can be demonstrated, re- 
section and bone transplantation should be done. In 
cases of giant-cell tumor, this is not necessary even 
when the soft parts are involved. 

The method of attack on periosteal and diffuse 
lesions of bone is entirely different. It is based upon 
the observation that, at the present time, amputa- 
tion for lesions of the lower extremity below the 
upper third of the femur and resection for lesions of 
the upper extremity offer more hope of a permanent 
cure in sarcoma than radiation. If the bone lesion 
is in the upper third of the femur or the upper ex- 
tremity and of sufficient extent to rule out resection, 
radiation should be the method of choice and should 
be continued until amputation becomes necessary 


to relieve the pain. The object of operation is to 
explore the tumor and obtain a piece of tissue 
for frozen section and staining with polychrome- 
methylene blue. If the tumor is a sarcoma, resection 
or amputation is indicated. 

When, in cases of periosteal and diffuse lesions, the 
Wassermann reaction is positive, intravenous therapy 
should be given a trial. Even when the Wassermann 
test is negative, there is no objection to a provoc- 
ative dose, but in such cases not much time should 
be lost in this treatment. In Bloodgood’s cases of 
syphilitic bone lesions, intravenous therapy usually 
caused definite improvement in the local condition 
within ten days and ultimately complete healing. 
Since 1920, the number of syphilitic bone lesions 
referred to Bloodgood for diagnosis has been 
decreasing, while the number of other bone condi- 
tions has increased. In the past ten years there has 
been no bone lesion with a negative Wassermann 
reaction that was benefited by intravenous therapy. 
Bloodgood has noted also that there is not a single 
recorded case of sarcoma of bone in which the 
Wassermann reaction was positive nor one asso- 
ciated with active tuberculosis of the lung, nor one 
in which there had been a recent and definite focus of 
infection. 

An exploratory operation should never be under- 
taken until consent has been obtained for resection 
or amputation, the operations of choice for periosteal 
and diffuse sarcoma and possibly operations of 
necessity in cases of central lesions such as chon- 
droma, myxoma, myxochondrosarcoma, metastatic 
tumor, and certain cases of myeloma. 

In reply to the question as to whether it is justifi- 
able to excise a piece of tissue, close the wound, and 
then wait a few days for the pathological report 
before instituting treatment, Bloodgood cites two 
cases of periosteal sarcoma of the diffuse type with 
a seven-year cure following amputation, in one of 
which there was an interval of about two weeks 
between the biopsy and amputation and in the other 
of which there had been no exploratory incision. 
He cites also the cases of two patients treated for 
periosteal or diffuse sarcoma since 1920 who have 
remained without recurrence for five years and were 
not operated upon until after an interval of a few 
weeks following a biopsy. In all cases of myxoma- 
tous tumors of bone in which exploration was done 
and the tumors removed piecemeal there was a 
recurrence followed by death, whereas all of the 
patients with this type of tumor who were subjected 
to resection and amputation without previous piece- 
meal removal of the tumor have remained well. 

Bloodgood concludes that if biopsy must be done 
and an immediate diagnosis is not possible, it is best 
not to amputate or resect but to cut out a small 


216 





~~ ee as ae Oe ae 





Craze wr = * 


1€ 
st 
ll 





SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 217 


piece of the tumor with the cautery, disinfect the 
wound with carbolic acid followed by alcohol and 
zinc chloride, and then close the wound, leaving in 
it a bit of gauze saturated with alcohol. A report on 
the tissue should be obtained within five days. 

This suggestion is made chiefly to save unneces- 
sary amputations and resections because the chances 
of a cure of sarcoma are slight; in cases of central 
sarcoma there have been no five-year cures to date. 
In cases of periosteal and diffuse sarcoma, however, 
the number of cures has been rapidly increasing since 
1920. 

The chief dangers in the treatment are the selec- 
tion of irradiation when operation should be per- 
formed, the pushing of irradiation too far in cases of 
central lesions, and the selection of operation when 
irradiation should be employed. 

Bloodgood distinguishes two types of bone forma- 
tion, the periosteal and the endosteal. Periosteal 
bone formation is easily seen in the roentgenogram 
and can usually be palpated. Endosteal bone forma- 
tion is seen in sclerosing sarcoma, sclerosing osteo- 
myelitis, the ossification of central bone lesions, 
especially bone cysts, and the intermediate and pin 
callus of fractures. 

In conclusion the author emphasizes the impor- 
tance of a constant study of roentgenograms and 
frozen sections for the diagnosis of bone lesions. 

The article contains five case reports. 

Rupovru H. Reicu, M.D. 


Phemister, D. B.: Radium Necrosis of Bone. Am. 
J. Roentgenol., 1926, xvi, 340. 

Radium applied locally to bone results in necrosis 
if the irradiation is of sufficient duration and magni- 
tude. In order to ascertain the fate of the dead bone 
and the reaction of the adjacent living bone, both 
with and without the influence of function and with 
and without associated infection, experiments were 
made on adult dogs in whom parts of long bones 
were rendered necrotic by means of buried radium.. 
In addition, three cases of human sarcoma in which 
radium was used were studied roentgenographically, 
and in a fourth case, which came to autopsy, 
extensive examinations of the specimen were made. 
The results of these studies as revealed by roent- 
genographic examinations and investigation of the 
gross and microscopic changes produced are 
recorded in detail. The following conclusions were 
arrived at. 

1. Uninfected necrotic bone produced by the 
implantation of radium is disposed of differently 
according to whether or not it functions mechanical- 
ly in the support of the part. 

2. If an entire segment of the femur or humerus 
of a dog is killed and subsequently used in weight 
bearing, the dead bone will not be sequestrated, but 
will slowly undergo creeping substitution by ingrow- 
ing new bone. 

3. If it is not used because of non-union of a 
fracture, the necrotic bone will be sequestrated 
from the living bone and very slowly absorbed. 


4. Because of the radium burn of the adjacent 
bone and soft parts, the rate of creeping substitution 
by new bone or of absorption is much slower than 
in the case of aseptic necrotic bone due to circulatory 
disturbance or the application of chemicals. 

5. Secondarily infected areas of bone killed by 
radium undergo sequestration, whether or not they 
function mechanically during the period of seques- 
tration. 

6. Bone killed by radium in the treatment of 
tumors is gradually replaced by new bone if it 
remains free from infection and functions in the 
support of the part. 

7. When a small necrotic portion borders on an 
articular surface, it does not become detached and 
go free into the joint as a joint mouse. 

Apotpeu Harrune, M.D. 


Allison, N., Fremont-Smith, F., Dailey, M. E., and 
Kennard, M. A.: Comparative Studies Between 
Synovial Fluid and Plasma. J. Bone & Joint 
Surg., 1926, viii, 758. 

The authors have made comparative studies of 
the synovial fluid and plasma in thirty-five cases 
representing a wide variety of conditions. In a 
comparison of non-infected synovial fluid with 
plasma in the cases of ten fasting patients it was 
found that the non-protein nitrogen was distributed 
approximately equally whereas the sugar content 
was nearly always a little lower in the joint fluid 
than in the plasma. The protein was always lower 
in the joint fluid than in the plasma, but the 
chloride content was always higher in the joint 
fluid. This inverse relationship between chloride 
and protein occurs in peritoneal and pleural effu- 
sions, the cerebrospinal fluid, and the aqueous and 
vitreous humors of the eye. Between the plasma 
and synovial fluids there is a simple membrane 
equilibrium. Pathological synovial effusions are 
derived from the plasma by dialysis rather than by 
secretion. 

In seven cases in which the plasma and non- 
infected synovial fluid were studied during anawsthe- 
sia it was found that there was a rise in the sugar 
level of both the plasma and the synovial fluid well 
above the average in cases without anzsthesia. 
This indicated that a rise in blood sugar is accom- 
panied by a rise in the synovial fluid sugar. 

In a study of the chloride content of the plasma 
and synovial fluid, which was made in twenty-one 
cases, it was found that the synovial fluid chloride 
was always higher than the plasma chloride and 
that variations in the level of the plasma chloride 
were accompanied by similar variations in the 
synovial fluid chloride. 

The average fasting sugar content of ten non- 
infected synovial fluids was compared with the 
average value of four fluids infected with strep- 
tococci or gonococci and with two fluids from joints 
proved to be tuberculous. In these studies it was 
found that the sugar content of the synovial fluid 
of the infected joints was definitely lowered. The 
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decrease was not dependent upon alow sugar value in 
the plasma as the plasma sugar was normal or in- 
creased. In the authors’ opinion it is to be ascribed 
to a local breakdown of glucose by the bacteria 
present in the fluid, with the production of lactic 
acid or other organic acids. 

The authors believe that if a much larger series of 
cases should show a low sugar value in infected 
synovial fluid, the sugar determination would be a 
valuable aid in the diagnosis of pathological joint 
conditions, particularly as bacteriological studies 
may require seventy-two hours or more for their 
completion and guinea-pig inoculations require sev- 
eral weeks to show results. 

Rupowpeu S. Reicu, M.D. 


Magnuson, P. B.: Protein Arthritis. J.Bone& Joint 
Surg., 1926, viii, 830. 

The type of arthritis discussed by Magnuson is 
that in which the joint is stiff after prolonged rest 
and the stiffness and pain are relieved by movement. 
The patient may be in apparently the best of health 
but when the examination is carried far enough it 
may be found that there is an absence of hydro- 
chloric acid in the stomach, indican is present in 
the urine, and the bowel movements are not quite 
normal. 

One hundred representative cases were studied 
with regard to the uniformity of the findings. Pain 
was present in all of them. Most of the subjects ate 
meat at least once a day and some of them ate it two 
or three times a day. Many of them used cathartics 
more or less regularly. Tenderness over the joints 
was present in all cases, and muscle spasm in ad- 
vanced cases and those in which the condition was 
of some standing. The pain was usually relieved by 
heat. There was no fever or local heat. 

Thirty-five of the hundred patients had an excess 
of indican in the urine. Of forty-six cases in which 
the uric acid content of the blood was determined, an 
increase above 3.5 mgm. per 100 c.cm. was found in 
twenty-six (56 per cent). Of twenty-six cases in 
which an examination for urea was made, seven 
(34 per cent) showed an increase over what is con- 
sidered a high normal level of 23 mgm. per 100 c.cm. 
Of forty cases examined for non-protein nitrogen, 
twenty-three (57.5 per cent) showed an increase over 
the high normal of 35. 

The treatment advocated by Magnuson is simple 
and effective. All red meats are eliminated from the 
diet. Fish and chicken are allowed. No glandular 
foods, nuts, peas, beans, coffee, or tea are permitted. 
The patient is told to take at least twelve glasses of 
water a day at definite times. The bowels are reg- 
ulated so that two normal movements occur a day. 
Elimination is aided by the administration of ato- 
phan or cincophen in 5- or 7!4-gr. doses three times a 
day. 

Patients who have had chronic backache for years 
have entirely recovered on this treatment alone. In 
one case in which the condition was diagnosed as 
tuberculosis of the knee it cleared up in six weeks. 


Magnuson is of the opinion that from 25 to 30 per 
cent of arthritis is due to a high protein intake and 
poor elimination. While it may be argued that any 
eliminative treatment will be beneficial, that arthri- 
tis is frequently a self-limiting disease, and that 
many patients get well in spite of what is done for 
them, the symptoms are relieved so completely and 
quickly following the treatment described as to 
compel the conclusion that there is some relation 
between protein intake and joint irritation and pain. 

WiciiaM A. Crark, M.D. 


Cooperman, M. B.: Subdeltoid Bursitis. N. Vork 
State J. M., 19206, xxvi, 807. 

Cooperman describes the manifestations of sub- 
deltoid bursitis and reviews twelve cases of his own. 
Irom the pathological standpoint he distinguishes 
four types of the condition: (1) acute exudative 
bursitis, (2) subacute adhesive subdeltoid bursitis, 
(3) chronic periarthritis of the shoulder, and (4) 
calcific tenosynovitis of the supraspinatus and infra- 
spinatus without symptoms. 

In the treatment of subdeltoid bursitis, experience 
has shown that conservative measures — should 
supersede surgical procedures. Spontancous_re- 
covery occurs even in the calcific variety of the 
affection. The condition is benefited most by rest 
of the shoulder in the abducted position combined 
with diathermy. Paut C. Cotonna, M.D. 


Shands, A. R., Jr.: An Analysis of 100 Roentgeno- 
grams of Patellz in Children Between the 
Ages of 214, and 6 years, with Especial Reference 
to the Center of Ossification and a Report of 
One Case of Delayed Ossification of the, 
Patellz. J. Bone & Joint Surg., 1926, viii, 824. 

Thorndike, in 1898, reported the cases of fifty-one 
children under 2 years of age in whom ossification 
of the patella was absent or delayed. Mouchet, in 

1921, reported divided patellz in a boy of 21 years. 


.Since 1921, several other such cases have been 


recorded in the literature. 

The anatomists state that the patella ossifies from 
several centers and the ossification is not complete 
until the sixteenth to eighteenth year. 

In the cases of 100 children whose patella were 
studied by the author with the X-ray, ossification 
appeared earliest at the age of 2!4 years and latest 
at the age of 5 years. In the cases of thirty-two 
children between the ages of 2!% and 5 years, no 
patellar shadow was seen. In the cases of children 
confined to bed with tuberculosis of the joints or 
spine there is no delay in the appearance of ossifica- 
tion, but the process is definitely retarded. In a 
group of children with rickets a delay in the be- 
ginning of ossification was noted. Lues seemed to 
have no effect on either the appearance or the 
progress of ossification. 

Two cases of the series showed ossification 
developing from two centers. 

The author reports in detail the case of a boy 
of 5 years who had no ossification centers for the 
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patella, the upper epiphyses of the fibulx, the 
lower epiphyses of the ulna, the trapezii and semi- 
lunars in the wrists, or the second cuneiforms and 
scaphoids in the feet, all of which should have 
appeared by the fifth year. 

WiriraM A. CrLark, M.D. 


Hertzler, A. E.: Painful Heel and Metatarsal 
Neuralgia. J. Missouri State M. Ass., 1926, xxiii, 
3608. 


Hertzler states that the nerve-pressure theory 
advanced by Morton to account for metatarsalgia 
has no facts to substantiate it. This condition and 
painful heel are due to inflammation of the deep 
plantar bursa. Hertzler attributes the so-called 
painful heel to inflammation of the posterior 
calcaneal bursez, and metatarsal neuralgia to in- 
flammation in one or all of the three sets of bursa in 
the region of the metatarsophalangeal articulation. 
The proper treatment for both conditions is ob- 
literation of the bursa. All of the burse in the 
painful area should be curetted as it is impossible to 
determine with certainty which one is responsible. 

Paut C. CoLtonna, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Krasnobaew, T.: The Treatment of Acute Infec- 
tious Hzmatogenous Osteomyelitis (Du traite- 
ment de l’ostéomyelite hématogéne infectieuse 
aigué). Chir. d. organi di movimento, 1926, xX, 537- 

From a study of 600 cases of osteomyelitis treated 
at his clinic in the twenty-one years of its existence— 
428 of which were acute—and from a review of 149 
cases reviewed by Clemm, the author concludes that 
it is particularly important to note the patient’s 
general condition and to do everything possible to 
conserve his strength and spare his tissues. In the 
first stage of serious acute osteomyelitis, operations 
which necessitate general anesthesia should be 
avoided. Too active treatment in the first stage is 
not only useless but dangerous. In the first septic 
stage all that can be done is opening of the abscess 
as soon as possible by incisions extending down to 
the bone. Wicks and tampons should not be used. 
Drains should be employed rarely and for only a 
very short time. 

In osteomyelitis of the diaphysis, joint complica- 
tions are often due to neglect of the wound. If the 
wounds are carefully watched and cared for, ampu- 
tation and exarticulation will rarely be necessary. 
At the end of the septic period, sequestrotomy 
should be done promptly without waiting for the 
formation of a solid shell of bone. After the removal 
of all parts which are evidently necrotic, the wound 
should be sutured. 

Too active treatment is particularly harmful in 
epiphyseal osteomyelitis accompanied by suppu- 
rative arthritis. In epiphyseal osteomyelitis in 
young children in which infection of the joint has 
not yet developed the treatment should be begun by 


repeated aspiration of the pus with a syringe. Tn 
serious cases in which aspiration is ineffective, the 
cases of adolescents, and cases in which the pus has 
penetrated the capsule and a phlegmon has de- 
veloped, incisions and arthrotomies are necessary. 
The incisions should not be large. Wicks and 
tampons are contra-indicated. Resection is neces- 
sary only in epiphyseal osteomyelitis of the hip, and 
even in this condition only in the rare cases in 
which there is necrosis of the epiphysis with a de- 
tachment of the diaphysis. 
Auprey G. Morcan, M.D. 


Porter, J. L.: Traction in Diseases and Deformities 
of the Joints. J. Bone & Joint Surg., 1926, viii, 
753+ 

In the treatment of diseases and deformities of the 
joints, traction is indicated not only to place at rest 
and immobilize the affected part, but also, and 
chiefly, to obtain muscular relaxation. 

In all painful affections of the spine except 
carcinoma, traction on the head with the patient 
recumbent is the most valuable measure for the 
relief of pain and muscular rigidity and spasm. A 
very efficient halter can be made with a muslin 
bandage. A piece of bandage 3 in. wide is carried 
around the chin and the end held above the head by 
an assistant. Another piece of the same length is 
carried around the occiput and held in the same way. 
The two pieces are then tied together with a short 
piece of bandage where they cross over the ears, and 
the two ends are tied together on each side to make 
a long loop to be hooked over the spreader from 
which the traction is obtained over a pulley. The 
amount of traction to be exerted depends upon the 
patient’s comfort. 

Traction on the leg for the relief of painful con- 
ditions about the hip is usually best obtained by 
Buck’s extension with two adhesive strips extending 
up the thigh and a wooden spreader at the foot. 
The two traction strips should be fastened to the leg 
by long, narrow adhesive strips running diagonally 
around the leg but not passing over the patella. In 
cases with flexion deformity at the hip, the angle of 
flexion should be accommodated by putting the leg 
on an inclined plane and gradually lowering the 
incline as the pain and spasm cease. 

Traction on the knee is applied similarly to trac- 
tion on the hip except that the adhesive is carried 
only up to the upper end of the tibia. Flexion 
deformity at the knee should be treated similarly 
to flexion deformity at the hip. 

Traction is used on the arm to obtain extension or 
abduction or both. Traction for injuries or diseases 
of the shoulder is best made with the forearm semi- 
flexed and resting on an incline. In this position 
it can be made in the long axis of the humerus by 
means of adhesive plaster from the shoulder to the 
elbow, with the pulley fixed at the side of the bed. 
Abduction can be secured by traction with a spreader 
and folded towel instead of adhesive, the pulley 
being at the head of the bed. 
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Traction on the forearm for disturbances at the 
elbow is rarely used since in practically all diseases 
and injuries of the elbow except fractured olecranon 
treatment or immobilization can be carried out best 
with the arm in flexion. Ruporen H. Retcu, M.D. 


Swaim, L. T.: The Orthopedic Principles in the 
Treatment of Chronic Arthritis. J.Bone & Joint 
Surg., 1926, viii, 845. 

In the treatment of chronic arthritis it is necessary 
first to restore the normal physiology and resistance, 
and second, to obtain normal joint motion. The 
former is more easily accomplished than the latter. 

Although a few patients recover after the re- 
moval of a focus of infection, most of them do not 
unless other treatment is carried out. 

Chronic fatigue, which is usually the result of 
faulty posture, persists throughout the course of the 
disease. A flat chest and round shoulders interfere 
with the normal function of the thoracic and abdom- 
inal organs, obstruct the circulation, and cause con- 


patient in bed to overcome these defects. The 
author’s patients are allowed up only for meals. 
Definite corrective positions are used. After each 
meal the patient is placed on his back with the spine 
hyperextended by a pillow, the. hands behind the 
head, and the knees raised. This promotes abdomi- 
nal breathing, improves the circulation, and relieves 
the abdominal congestion. After half an hour in 
this position, the patient is turned on his face to re- 
lieve the sympathetic ganglia from the weight of the 
viscera. Exercises to correct deformities are given, 
such as breathing to expand the ribs, stretching the 
ribs laterally to reshape the chest, and tilting of the 
pelvis to flatten the lumbar spine. After this routine 
has been carried out for several weeks the fatigue 
ceases, the circulation becomes more stable, and the 
movement of the joints improves. 

The next step in the treatment consists in getting 
the patient up gradually. The exercises are con- 
tinued until finally walking and other activities are 
encouraged. Medical treatment is given whenever 
indicated. Patients with a low metabolic rate seem 
to progress more favorably when thyroid is given. 
The metabolism can be improved also by steam 
baths at a temperature of 106 degrees except in the 
cases of patients who do not have the proper reac- 
tion. Adequate clearing of the bowels must not be 
overlooked. 

In hypertrophic cases, dieting is of value to reduce 
weight. Atrophic patients are usually rather de- 
pleted and require an abundant diet of vegetables, 
fruits, and other base-forming foods. 

The local treatment of the joints should consist in 
protection, rest, and the prevention of deformity. 
Active motion should be encouraged if it is painless. 
In the restoration of function occupational therapy 
is of importance. Manipulation should be avoided, 
more gradual methods having been found best. 
With active motion the muscle strength keeps pace 
with the increase in the range of the joints. Over- 


use is contra-indicated especially in hypertrophic 
arthritis. 

In general, the plan should be to educate the 
patient in the proper use of his body, good carriage, 
and the use of his joints with the least possible 
strain. WictiaM A. Crark, M.D. 


Rouvillois, H.: Radial Club Hand Due to a War 
Injury; Shortening of the Normal Ulna; Osteo- 
periosteal Grafting of the Radius; End-Result 
(Main bote radiale par blessure de guerre; raccour- 
cissement du cubitus sain; greffe ostéo-périostique 
du radius; résultat ¢loigné). Bull. et mém. Soc. nal. 
de chir., 1926, lii, 419. 

Rouvillois reports a case of fracture of the radius, 
the result of a war injury, in which healing had taken 
place with a very incapacitating deformity. Because 
of a marked loss of substance at the lower end of the 
radius, the hand was radially abducted to a position 
at right angles to the forearm. The ulna projected 
prominently at the medial border of the wrist and 
threatened to perforate through the skin. The 
X-ray showed the joint surface to be still fairly 
intact but with inadequate callus between the two 
fragments. 

At exploratory operation it was found that the 
muscles and tendons had become so shortened in 
the eight and a half years since the injury that 
lengthening of the radius would be impossible. 
The incision was therefore closed. 

At a second operation, performed a few months 
later, the ulna was shortened by the resection of a 
3'4-cm. segment and Sherman plates were applied. 
After healing had occurred it was found that the 
radius lacked sufficient callus to support the hand. 
Accordingly, the arm was again opened and two 
osteoperiosteal grafts were placed upon the radius, 
one on the anterior aspect and the other on the 
posterior aspect. Healing then occurred with the 
hand in its true axis. Today the patient has nearly 
normal function and the use of a brace is un- 
necessary. Micuaet L. Mason, M.D. 


Baer, W. S.: Arthroplasty of the Hip. J. Bone & 
Joint Surg., 1926, viii, 769. 

This article is based upon 100 arthroplasties of the 
hip, all of which were done with the interposition 
of membrane from the submucosa of the pig’s 
bladder. 

Numerous materials have been used for inter- 
position by various surgeons. Rubber, celluloid, 
silver, tin, and zinc have been tried and discarded. 
Muscle flaps have been found too bulky. Murphy 
used fascia fat and free fat grafts, but these are not 
often employed today. The free fascia flap has 
proved the most satisfactory and is now used as a 
general rule in America, Germany, and Italy. 

Animal membrane has been employed by the 
author since 1909. It is supplied in sealed glass tubes 
sterilized like catgut. By its use a second incision 
and the possibility of subsequent muscle hernia are 
avoided. It is intact and free from holes, whereas 
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dissected fascia is not always without defects. The 
chromatization is of the forty-day type. 

In the operation performed by Baer, the hip is 
exposed by an Ollier-Mikulicz incision and the 
trochanter cut off and turned back. The capsule is 
split parallel with the neck. The head is separated 
from the acetabulum by chiseling along the joint 
line, rounded off, and covered with the membrane 
which has been soaked in salt solution for ten 
minutes. The edges of the membrane are sutured 
to the base of the neck with forty-day catgut. 
The acetabulum is then reamed out smoothly, the 
covered head re-inserted, the fascia sutured with 
forty-day gut, the trochanter nailed back, and the 
skin sutured with subcutaneous silver wire. No 
drainage is used. 

The leg is put up in a plaster spica in moderate 
abduction and internal rotation. 

After two days, the cast is removed and the leg 
placed in a Thomas traction splint with a pull of 20 
lbs. in suspension. Thereafter nothing more is done 
until three weeks have passed, when the splint is 
removed and motion is begun. After four weeks the 
patient is up on crutches and beginning to bear 
weight on the affected leg. Massage, passive motion, 
and thermotherapy are then instituted, but haste 
in. securing increased motion is avoided. Many 
patients acquire a greater range of motion after use 
of the limb for several years. 

The conditions and the results obtained in the too 
cases reviewed are tabulated as follows: 

Good results 
Cases Per cent 


BOC UNOCHON. 5. isc cescc casas 43 82 
Tuberculous arthritis............ 2 74 
Gonorrhoeal arthritis ............ 19 05 
Arthritis deformans ............. 9 55 
RS ee ee ee ee 2 100 


By “good result” is meant flexion of at least 25 
degrees, freedom from pain, and stability in weight 
bearing. 

Bony ankylosis following fracture lends itself well 
to arthroplasty. 

In gonorrhoeal arthritis excellent results are 
obtained from arthroplasty if there were no active 
symptoms for a year before the operation. Motion 
gradually increases. 

The incidence of infection and the mortality are 
highest in septic arthritis. The three deaths in the 
series of cases reviewed were those of patients with 
this condition. 

In cases of tuberculosis of the hip, arthroplasty 
may be performed only when the general health is 
excellent and there has been no evidence of disease 
in the joint or elsewhere in the body for years. 

In arthritis deformans, the results of arthroplasty 
are poor because of the chronic progressive nature of 
the disease. 

The article contains thirty-three illustrations and 
acomprehensive bibliography. 

Wiii1AM A. Crark, M.D. 


Laewen, A.: The Findings, Especially in the 
Synovial Membrane, at Operation for Chronic 
Non-Specific Diseases of the Knee Joint (Ueber 
Befunde, namentlich an der Synovialis, bei der Oper- 
ation chronischer nicht  spezifischer Kniegelenker- 
krankungen). Zentralbl. f. Chir., 1926, liii, 857. 


In cases of chronic disturbances in the knee joint 
in which conservative treatment fails to give satis- 
factory results, the author proceeds surgically. In a 
broad sense, the changes in these diseases of the 
interior of the joint belong to those of arthritis 
deformans, the primary changes occurring in the 
articular cartilages and the secondary changes in the 
synovial membrane. ‘The patellar cartilage appears 
to be affected most seriously. The synovial mem 
brane is reddened and loosened, and often there is a 
slight exudate in the joint. Pain is produced by 
isolated acute traction effects and stretching of the 
synovial membrane. 

Long-continued inflammation may cause the 
formation of strands, pseudo-strands, and fresh 
villi. The decision as to which are pathological 
among villous formations in the interior of the joint 
is difficult because, as the author found in his 
anatomical studies, anomalies which have no re- 
lation to inflammation are common in the joint. 
The plica synovialis of the patella is subject to 
abnormal formations to an especially marked 
degree, and as it represents a synovial fold, it is 
included in all of the inflammatory changes of the 
synovial membrane. After suppurative, gonococcal, 
and tuberculous inflammations it may shrink and 
cause dysfunction of the joint. After traumatic 
inflammations, shrinkage of this synovial fold is less 
common. 

In thirty-three arthrotomies the plica was excised 
nineteen times without demonstrable subsequent in- 
terference with the function of the joint. True 
strand formation is rare following traumatic 
arthritis; much more frequent are the so-called 
pseudo-strands which result from agglutination of 
the tips of fat-containing villi. The author excises 
these formations and also villi extending into the 
joint and any fat pads present. He emphasizes that 
in the individual case it is not always possible to 
differentiate the normal from the pathological. He 
mentions also the fact that the cartilage-destroying 
ferments could be demonstrated in the exudate 
found in the joints. 

Operation should be performed with precautions 
for the strictest asepsis. Far advanced cases of 
arthritis deformans should not be operated upon. 
For the exposure of the interior of the joint, the 
author recommends the S-shaped incision of Payr. 
Hemostasis is indicated until the completion of 
the suture of the synovial membrane. Secondary 
hemorrhage from the wound in the removal of small 
villi is of no importance. When larger villi are 
removed, basal ligation should be done with thin 
catgut. 

The operation may be performed under general 
or conduction anesthesia. Cart (Z). 
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Valdoni, P.: An Experimental and Clinical Con- 
tribution on the Plastic Reconstruction of the 
Patella by the Dalla Vedova Method (Contributo 
sperimentale e clinico alla ricostruzione plastica 
rotulea con il processo Dalla Vedova). Policlin., 
Rome, 1926, xxxiii, sez. chir., 419. 


In affections of the patella, resection of the patella 
is indicated before the process invades the joint. 
After the removal of the patella it is necessary to 
provide for joint function. In experimental studies 
the author found Dalla Vedova’s method an ex- 
cellent procedure for this purpose. It reconstructs 
the quadriceps tendon and_ re-establishes the 
patellar function. In a case of primary tuberculosis 
of the patella in which he used it a perfect functional 
result was obtained. It consists in replacing the 
lost tissue with pedicled flaps from the ligament and 
the extensor muscles and substituting for the patella 
a free bone transplant taken from the tuberosity of 
the tibia and placed in the pocket formed by the 
two flaps. 

The transplant undergoes vital processes which 
lead to its partial absorption and are accompanied 
by new formation of bone which rebuilds the grafted 
bone in the form of the patella. - Anatomical and 
functional conditions allow the transplant in this 
site in the soft parts, without any connection with 
bone, to undergo an evolution which has never been 
described in transplants in such a site. The graft 
persists and develops and resembles normal bone in 
its structure. It is capable of increasing in size in 
proportion to the functional demands made upon it. 

Aubrey G. Morcan, M.D. 


Magnus, G.: The Value of Amputation and Ex- 
articulation in the Region of the Foot (Wert 
der Amputation und Exartikulation im Bereich des 
Fusses). 50 Tag. d. deutsch. Ges. f. Chir., Berlin, 1926. 

The accident material of the Bochum Hospital 
shows that the Pirogoff operation is performed 
somewhat more frequently than the Chopart and 
Lisfranc operations. . 

From various points of view it appears that the 
Pirogoff operation is the best type of amputation and 
that the piece of foot saved by other operations 
really does not make much difference. In recent 
years the author has performed the Pirogoff opera- 
tion with good end-results in eighteen cases, in- 
cluding a few in which a Lisfranc or Chopart opera- 
tion had been done previously. The Lisfranc pro- 
cedure is possible only when there will be no tension 
on the stump on closure of the soft parts. The 
Chopart operation is unfavorable because the foot 
tends to assume the pes equinus position. In the 
Pirogoff technique the author used the old incision 
without nailing and without drainage. After four 
weeks the patient was allowed to get up ina plaster 
cast. The patient is most comfortable following 
the Pirogoff operation. 

In the discussion of this report ZUR VERTH agreed 
with Magnus that the theory that every possible 
inch of tissue should be saved is wrong, but he did 


not accord the Pirogoff operation such an important 
place among amputations of the foot as was done by 
Magnus. He stated that the intended result is not 
always obtained; constitutional factors which are 
not always determinable beforehand, play a part in 
the healing of the bone. Moreover, there is consider- 
able complaint by men subjected to the Pirogoff 
amputation during the war, and these complaints 
increase from year to year. While walking was very 
good during the first years after the operation, it has 
become increasingly difficult. There is as yet no 
good prosthesis for the Pirogoff stump. Conditions 
are most favorable when the stump is so short that 
a joint may be placed below it. 

WULISTEIN stated that the Pirogoff operation 
may be very good for the miner since, just as after 
higher amputations, an artificial foot is much more 
suitable for him than an artificial leg. In the cases 
of other subjects, however, the cosmetic result is of 
more importance. The Chopart amputation gives 
good results. The preservation of the calcaneus is 
of the greatest importance because this bone is the 
best supporting surface. 

PERTHES also stated that he does not prefer the 
Pirogoff amputation. 

ScuAnz reported that in the Lisfranc and Chopart 
operations he displaces the peroneal tendon ante- 
riorly in front of the external malleolus in order to 
overcome the tendency toward the club-foot position. 

Kauscu stated that he has obtained good results 
with the Chopart operation. To prevent pes 
equinus he lengthens the Achilles tendon. He has 
obtained good results also with the Pirogoff opera- 
tion. He never uses nails. He attaches great im- 
portance to the prosthesis. 

MacNus called attention to the difference between 
injuries sustained in civil life and those sustained in 
war. In the cases he has treated during the last 
nine years a second amputation after the Pirogoff 
amputation was necessary only once. 

KoertTE discussed the difficulties in the perform- 
ance of amputations during war. He stated that in 
the Pirogoff operation a smooth primary healing is 
necessary and this cannot always be assured. 

STETTINER (Z). 


FRACTURES AND DISLOCATIONS 


Eliason, E. L.: Early Treatment of Fractures of the 
Long Bones. Allantic M. J., 1926, xxix, 850. 
Wagner, J. H.: The Treatment of Compound 
Fractures. Allantic M. J., 1926, xxix, 864. 

Estes, W. L., Jr.: Factors Other Than Mechanical 
That Influence the Healing of fractures. 
Allantic M. J., 1926, xxix, 866. 

Evtason describes the modern treatment of 
fractures of the long bones as immediate fixation and 
traction, the administration of morphine in large 
doses, the use of measures to combat shock, early 
débridement, and reduction of the fragments. 

Traction should be made in the long axis of the 
limb. The earlier the treatment the easier the 
reduction and the better the prognosis. Swelling is 
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not a contra-indication but rather an indication for 
immediate reduction. After a fractured femur has 
been unreduced for eight days complete reduction 
cannot be obtained by closed methods. 

For both open and closed reduction, Eliason uses 
local anesthesia induced with 4 per cent novocain 
with 10 minims of adrenalin. In fractures of the 
humerus the best results are obtained with the 
brachial plexus anesthesia of Kulenkampff. For 
fractures of the lower half of the humerus and in any 
part of the radius or ulna, regional transverse- 
block infiltration anzsthesia may also be used 
successfully. 

The advantages of local anesthesia are that it 
does not require an anesthetist, the patient can co- 
operate, there is no struggle with danger of displace- 
ment of the fragments such as may occur with 
general anesthesia, and there are no contra-indica- 
tions to the procedure. 

WAGNER states that in cases of compound fracture, 
early reduction with internal fixation by plates or 
external fixation by splinting and traction and 
countertraction is indicated. It has been argued 
that a metal plate in an acute compound fracture 
may cause infection or retardation of union, but 
Wagner believes that this is not true if the plate is 
properly applied. 

Practically all plates must be removed after from 
five to seven weeks. Usually beneath the plate there 
is an area of superficial bone necrosis and above the 
plate there is a sinus. However, the bone wound 
heals rapidly and the skin wound can be easily 
healed by skin grafting. 

In the author’s cases of fracture with small 
puncture wounds, débridement of the wound is done 
under local anesthesia, the wound is closed with 
drainage, Carrel-Dakin technique is instituted, and 
the case then treated as a simple fracture. In cases 
in which extensive débridement is necessary, a 
Sherman bone plate is used when possible. When 
internal fixation is contra-indicated, the position of 
the fragments is maintained by direct skeletal 
traction with the use of the Pearson non-penetrating 
tongs in cases of fracture of the femur or humerus, 
whereas in fractures of the tibia and fibula and ulna, 
and radius, some form of molded lateral plaster 
splint is employed. 

Massage with passive and active motion is begun 
after from eight days to three weeks, according to 
the degree and method of fixation. The internal or 
external fixation is usually removed after the oc- 
currence of fibrous union, which usually requires 
from five to seven weeks. In cases of fracture of 
weight-bearing bones, a walking caliper splint is 
applied after from ten to fourteen weeks, when 
union is firm enough to prevent bowing. 

Estes has found that factors other than me- 
chanical conditions which may prevent or delay the 
healing of fractures include circulatory disturbances, 
infection, syphilis, and a low calcium and _ phos- 
phorus content of the blood. 

Henry H. Ritter, M.D. 
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Alglave and Genin: Ligation of Bones with 
Coupled Wires (Procédé de ligature osseuse par 
fils couplés). Bull. et mém. Soc. nat. de chir., 1926, lii, 
394- 


The authors describe an instrument for wiring 
bone which they have used in about twenty cases of 
fractures of the leg, thigh, and arm with great 
success. The instrument passes a double loop of 
wire about the bone and, after the wire has been 
tightened, clamps the two ends about each other. 
At first the authors used nickel wire but later gave 
it up for iron wire. They state that the wire has 
never cut into the bones and that if such a compli- 
cation should threaten it would be a simple matter 
to remove the wire under local anesthesia. 

MicuaAer L. Mason, M.D. 


Dujarier, C.: Fracture of the Humerus with 
Immediate Radial Paralysis; Liberation of the 
Nerve from Between the Fragments; Osteo- 
synthesis; Cure (Iracture de l’humérus avec 
paralysie radiale immédiate; dégagement du _ nerf 
coincé entre les fragments; ost¢osynthése; guérison). 
Bull. et mém,. Soc. nat. de chir., 1926, lii, 713. 

The author cites the case reported in this article 
in support of his objections to the expectant treat- 
ment advocated by Schwartz. An oblique fracture 
of the left humerus was followed on the same day by 
radial paralysis. The fracture was_ successfully 
reduced, but the paralysis persisted. 

On the fourth day after the injury the site of the 
fracture was exposed and the nerve liberated from 
between the fragments. The nerve was congested 
and swollen but had not been narrowed at the site of 
its compression. Following the liberation of the 
nerve the fracture was again reduced and plated. 

At the end of forty days complete union had 
occurred, and after about three and a half months 
extension of the wrist began to return. At the end 
of eight months, restitution was complete except 
for slight limitation in the elevation of the arm. 

LAWRENCE JAcQues, M.D. 


Ranzi, E., and Vogl, W.: Dislocations in the Cervical 
Portion of the Vertebral Column (Ueber Luxa- 
tionen der Halswirbelsaeule). Arch. f. klin. Chir., 
1926, cxl, 234. 

During the course of a little more than a year, 
eight cases of luxations in the middle and lower 
cervical portions of the vertebral column were 
received at the Innsbruck Clinic. The authors discuss 
these cases from the standpoint of diagnosis and 
treatment. They review also thirty cases reported 
in the literature in which the dislocations were not 
associated with paralysis and fourteen cases, in 
which the initial paralysis disappeared spontaneous- 
ly or after reduction. They do not include in this 
discussion cases of dislocation of the two upper 
cervical vertebra nor those in which there was a 
compression fracture in addition to the dislocation. 

Of the authors’ own cases the first was a case of 
subluxation of the fifth cervical vertebra. The 








224 INTERNATIONAL ABSTRACT OF SURGERY 


patient was kept in the dorsal position and after 
twelve days was completely free from symptoms. 

In the second case there was an anterior luxation 
of the sixth cervical vertebra with a bilateral frac- 
ture of the vertebral arch but no pain and no 
neurological symptoms. 

The third case showed a dislocation of the fifth 
cervical vertebra with complete fragmentation of 
the articular processes and fracture of the vertebral 
arch. ‘There now remains only a slight paresis in the 
upper extremities. 

In the fourth case there was a complete flexion 
dislocation of the third cervical vertebra. For one 
year there were slight symptoms, but after treat- 
ment in the clinic these ceased and the neurological 
findings became negative. 

The fifth case showed an incomplete dislocation of 
the fifth cervical vertebra anteriorly. The patient 
died from pneumonia. 

These five cases therefore showed only slight 
symptoms of injury to the spinal cord. The failure 
of a dislocation to cause severe injury in every 
instance is explained in part by the fact that the 
spinal cord does not entirely fill the spinal canal. 
The occurrence of spinal cord injury depends also 
upon whether a simple transverse displacement or a 
displacement with tilting or a displacement with a 
fracture of the arch occurs. 

When the symptoms are not serious and when the 
spinal cord symptoms decrease rapidly, the treat- 
ment should be conservative or an attempt may be 
made to reduce the dislocation by traction. The 
latter, however, is not an entirely harmless pro- 
cedure. When there are signs of a severe crushing 
of the spinal cord, laminectomy should be done. 
The authors report two such cases in which death 
resulted from pneumonia, a complication due to the 
trauma. Laminectomy is not to be regarded as an 
especially serious operation. That it may result in 
a cure even in cases of old dislocation with spinal 
cord injury was demonstrated by one of the authors’ 
cases. In this instance there was a dislocation 
fracture of the sixth and seventh cervica] vertebra 
with anterior displacement of the sixth vertebra and 
extensive adhesions of the soft membrane of the 
spinal cord to the dura. The adhesions were broken 
up. In the authors’ opinion, they were due to 
hemorrhages. In all such long-standing cases, 
manipulative attempts at reduction are to be 
avoided. If any correction is considered it should be 
attempted only by operation. STAHNKE (Z). 


Faltin, R.: The Treatment of Fractures of the 
Femoral Diaphysis: An Attempt to Determine 
Some of the Factors Involved in Treatment by 
Continuous Traction. Acta chirurg. Scand., 1926, 
Ix, 480. 

In order to pass from mere empiricism to science 
in the treatment of fractures of the femur by con- 
tinuous extension. it is necessary to know the 
character and amount of the resistance to be over- 
come and the way to apply traction forces. 


The author attempted to calculate the weight of 
the leg during life and believes that, as the result of 
the weighing of amputated legs and various ex- 
periments, he has devised a procedure which wil! 
indicate this weight with sufficient accuracy for all 
practical purposes. If the leg of a person lying on his 
back is raised to a height of about 25 cm. by means 
of a spring balance, the balance may be considered 
as indicating the weight of the leg. If, with a balance 
in each hand, the thigh and the leg placed in small 
hammocks, are raised to a certain degree of semi- 
flexion it is easy to see that this position may be ob- 
tained by varying the weight in the hammocks in 
different ways. 

By means of numerous experiments the author 
attempted to determine the distribution or the loss 
of the traction force in the most commonly used 
methods of obtaining continuous extension. In 
general, the loss of force by friction is greater when 
Bardenheuer’s method is used and when the leg lies 
upon a cushion or in the apparatus of Braun than 
when it is suspended in a Balkan frame or suspended 
by means of weights and cords and pulleys. 

With the aid of a mathematician, the author has 
studied the mathematical theories of Christen, Metz, 
and De Quervain with regard to continuous ex- 
tension. He found that they have certain obscurities 
and errors. By means of tables and a graduated arc, 
Faltin shows how to calculate the components of the 
forces in some of the common traction methods 
used. 


L’Heureux, M., and Mouchet, A.: A Low Supra- 
condylar Fracture of the Femur Treated by 
Tibial Nailing (fracture supracondylienne basse 
du fémur traitée par embrochement tibial). Bull. 
et mém. Soc. nat. de chir., 1926, lii, 635. 

The patient whose case is reported in this article 
was seen by L’Heureux on the day following an 
injury in which he sustained a spiral supracondylar 
fracture of the left femur associated with consider- 
able deformity, 2 cm. of shortening, and a marked 
hemarthrosis. ‘The X-ray showed a line of fracture 
extending obliquely downward and backward to 
within 3 cm. of the knee joint. The upper fragment 
was in good position, but the lower condylar frag- 
ment was pulled 2 cm. upward and backward. 

On the following day, under spinal anasthesia, a 
Steinmann nail was driven through the head of the 
tibia and the leg put in suspension with 8'% kgm. of 
traction. The weight was reduced gradually and 
active movements of the knee and ankle were made 
daily. After about five and one-half weeks the nail 
was withdrawn. 

At the time of this report, twelve weeks after the 
injury, locomotion was normal except for slight 
dragging of the leg. There was '4 cm. of shortening 
with slight deformity. 

The nail was not driven through the femoral 
condyles because if this had been done, it would 
have passed through both fragments and would 
thereby have rendered traction useless, and because 
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it would have established a communication between 

the site of the fracture and the joint, thus intro- 

ducing the danger of suppurative arthritis. 
LAWRENCE Jacques, M.D. 


ORTHOPEDICS IN GENERAL 


Willich, C. T.: The Importance of the Bone 
Marrow in Regeneration in Free Autoplastic 
Bone Transplantation in Experiments on 
Animals (Die Bedeutung des Knochenmarkes fuer 
die Regeneration bei der freien autoplastischen 
Knochentransplantation im ‘Tierexperiment). Beitr. 
z. klin. Chir., 1926, cxxxvi, 102. 


At the suggestion of Gulecke, the author under- 


took a series of experiments on dogs to determine 
the part played by the bone marrow in the regenera- 
tion of bone. In one group of animals tibial grafts 
entirely freed of periosteum but with marrow and 
endosteum attached were transplanted into defects 
in tubular bones from which the periosteum had 
been removed in the region of the defect. In another 
group, tibial grafts covered with periosteum but 
without marrow or endosteum were transplanted 
into defects in bones from which the periosteum was 
not removed. Ina third group, tibial grafts in which 
the periosteum, marrow, and endosteum were left 
intact were transplanted. The results of these ex- 
periments are reported in detailed protocols and 
discussed critically. 

In the first group of experiments jt was found that 
bone marrow and endosteum transplanted with a 
cortical graft is able to build up a uniform regenerated 
bone in a defect from which the periosteum has been 
completely removed. A fairly rapid degeneration of 
the graft, attributed by the author chiefly to the 
absence of periosteum in the transplant, soon 
occurs, but in no case did this have a demonstrable 
unfavorable effect upon the filling out of the defect. 


The spongy meshwork of the new bone undergoes 
such a change that after about a year a cortex and a 
marrow cavity can again be distinguished in the 
region of the defect. 

The group of experiments with preservation of the 
periosteum showed that the quick resorption of the 
graft may be delayed by the periosteum attached to 
the transplant. Under these conditions there occurs 
first a marginal bridging over. The filling out of the 
defect does not take place until very much later. 
Accordingly it appears that for the formation of 
regenerated bone in a bony defect, marrow and 
endosteum are indispensable, and for the spanning 
of the defect the periosteum is indispensable. 

Even when the periosteum was present on the 
transplant as well as on the bony base, rapid 
resorption of the graft may occur under certain 
conditions and the filling out of the defect as well as 
the formation of a bony bridge over it may fail to 
occur. This indicates that the transplantation of 
endosteum and bone marrow with a graft is of 
greater importance than the preservation of the 
periosteum on the graft and its bed. 

By his experiments the author has demonstrated 
again that in the free autoplastic transplantation 
of bone grafts the transplantation of periosteum, 
endosteum, and bone marrow is of great importance 
for the healing in of the graft. The bone itself dies, 
but during its disintegration it is reconstructed by a 
proliferation from the endosteum and bone marrow 
or periosteum and replaced by young bone. If for 
any reason this reconstruction does not occur, the 
transplant is cither resorbed or surrounded like a 
foreign body with a covering of granulation con- 
nective tissue and completely excluded from the 
circulation and from nutrition. Superiority of the 
periosteum in the ability to regenerate bone cannot 
be recognized from the findings of the experiments 
here reported. Bove (Z). 
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BLOOD VESSELS 


Brooks, B.: Ligation of the Aorta: A Clinical and 
Experimental Study. J. Am. M, Ass., 1926, |xxxvii, 


"792 
722. 


The aorta was first ligated in man more than one 
hundred years ago by Cooper. The patient died. 
Matas in 1924 reported a case of aortic aneurism in 
which he ligated and the patient lived for more than 
a year. Autopsy showed that the aorta was not 
completely obstructed by the ligature. Halsted 
demonstrated in the experimental laboratory the 
unreliability in the ligation of the aorta of any 
ligature material now in use. 

If the abdominal aorta is completely obstructed, 
almost one-half of the body must obtain its circula- 
tion through channels that have previously not 
served this purpose. There is doubt as to the com- 
petence of these collateral paths to supply adequate 
nutrition to the distal half of the body. If an artery 
is obstructed, the cross-section area of these paths 
of collateral circulation increases to such an extent 
that ultimately the parts of the body deprived of 
circulation by the blockage of the artery receive 
adequate circulation to maintain their normal 
anatomical and physiological status. 

Halsted and Matas attempted to cause enlarge- 
ment of these paths of collateral circulation by 
partially occluding the aorta by metallic bands, in 
the hope that ultimately the aorta could be com- 
pletely obstructed without seriously interfering with 
the volume flow of blood in the lower extremities. 
Unfortunately the partially occluding bands cut 
through the vessel in very much the same way as a 
ligature. Halsted then tried to occlude the aorta 
partially by bands of fascia, but these usually gave 
way. . 

The two fundamental requirements in ligation of 
the abdominal aorta are: (1) obstruction of the 
vessel without the cutting through of the vessel 
wall by the constricting material, and (2) a knowl- 
edge of an already existing collateral circulation or 
of a method of producing it before the artery is com- 
pletely obstructed. 

Brooks reports a case of syphilitic aortic aneurism 
in a 59-year-old negro man with a normal heart, 
complete absence of pulsation in the left femoral 
artery, and swelling and coldness of the left leg. 

At operation an aneurism was found to fill the 
entire lower half of the abdomen and to extend into 
the left flank. The abdominal aorta was exposed 
and freed through the posterior peritoneum. On 
accidental opening of the aneurism sac after the 
application of a rubber covered clamp to the aorta, 
it was found impossible to remove the aneurism 
because its posterior wall was formed by the lower 


lumbar and sacral vertebra. Ligation of the aorta 
was therefore imperative. A strip of fascia lata was 
passed twice around the aorta distal to the origin of 
the inferior mesenteric artery and tied so that the 
distal pulsation stopped. A silk ligature was tied 
around the aorta at a point just proximal to the 
aneurism. 

The postoperative convalescence was complicated 


‘by lobar pneumonia. After the patient’s discharge 


from the hospital five weeks after the operation, he 
was seen from time to time. The aneurismal tumor 
gradually grew smaller, and at no time showed any 
evidence of pulsation. The patient was relieved from 
all pain and pulsation re-appeared in the left femoral 
artery. The patient recovered his usual health, 
being able to return to his occupation of truck driver. 
However, six weeks later he was re-admitted to the 
hospital in a moribund condition following an attack 
of severe abdominal pain, nausea, and vomiting four 
days previously. Death occurred a few hours later. 
At autopsy the aorta was found completely ob- 
structed at the site of the ligation and the aneurismal 
sac completely obliterated. Death was due to in- 
testinal obstruction caused by a short band of 
adhesion between a loop of intestine and the anterior 
abdominal wall along the line of the previous opera- 
tive Incision. 

This case clearly demonstrates that complete 
occlusion of the aorta is not incompatible with 
human life if an efficient collateral circulation is 
established. 

The results of the examination of the autopsy 
specimen show clearly that the method of ligating 
the abdominal aorta which was employed is not 
satisfactory. The fascial ligature subsequently re- 
laxed and the silk ligature cut through. 

The decrease in the cedema of the left leg after the 
operation the author is inclined to attribute to a 
diminution in the obstruction of the lymphatics 
following the decrease in the size of the aneurism 
rather than to any changes in the balance between 
the arterial and venous channels. 

In most instances in which the abdominal aorta 
has been ligated death occurred before there was 
time for the ligature to cut through or for the mani- 
festations of gangrene to appear. Death has usually 
been attributed in such cases to the greatly increased 
strain placed on the heart by the greatly increased 
peripheral resistance. In the case reported there was 
no indication that the occlusion of the abdominal 
aorta had any effect on the heart. 

In conclusion Brooks states that simple ligature 
of the artery either proximal or distal, or both, is not 
the correct surgical treatment for aneurism. The 
Matas operation is much more satisfactory. 

MERLE R. Hoon, M.D. 
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BLOOD; TRANSFUSION 


Shaw, A. F. B.: The Influence of the Vasomotor 
State of the Peripheral Blood Vessels on the 
Leucocytic Content of the Blood. J. Path. & 
Bacteriol., 1926, xxix, 389. 


The findings of experiments performed by the 
author on rabbits indicate clearly that the vaso- 
motor state of the peripheral veins is an important, 
although only a contributory, factor regulating the 
number of leucocytes. During vasoconstriction, 
leucocytes of all types accumulated in the veins in 
slowly flowing blood of the venous type and there 
was a striking lack of uniformity in the distribution 
of the cells in corresponding parts of the body. The 
latter may have been due to differences in the degree 
of vasoconstriction on the two sides, although no 
variation was apparent to the eye. 

When vasodilatation occurred there was an im- 
mediate and decisive fall in the cell count associated 
with rapid flow of the blood of the arterial type, 
and at any given moment the distribution of the 
cells was quite uniform on both sides of the body. 

The author’s observations on man were limited to 
the capillary blood. In these it was found that the 
vasomotor mechanism is more stable in man than in 


the rabbit. When the temperature was too low or 
exposure was prolonged, the constriction passed off 
and was succeeded by relaxation of the capillaries 
and cyanosis. Blood from a dilated vein was found 
to have the same leucocyte value as arterial blood 
and therefore represented the condition existing in 
the systemic blood. The leucocyte count of periph- 
eral arterial blood was not influenced by vaso- 
motor changes. HerMAN O. McPHEETERs, M.D. 


Beer, E.: Essential Thrombocytopenic Purpura— 
Splenectomy. Ann. Surg., 1926, Ixxxiv, 549. 


Various theories have been advanced as to the 
origin of thrombocytopenia and its relation to un- 
controllable bleeding, but none of them has been 
entirely satisfactory. A platelet count of the blood 
aspirated from the splenic artery and splenic vein 
just prior to the removal of the spleen in one of 
Beer’s cases failed to show any changes in the 
number of platelets. 

The author reports five cases. In four, the end- 
results months and years after the operation were 
most gratifying, the patient having been restored 
to complete health. In the other, splenectomy was 
done but was soon followed by death. 

Emit C. Rosirsnex, M.D. 











SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Selinger, J.: The Postoperative Treatment of Ab- 
dominal Cases. Am. J. Surg., 1926, n.s. i, 208. 

Selinger presents a résumé of the routine post- 
operative treatment carried out at the Postgraduate 
Hospital, New York City. 

Everything by mouth is interdicted for at least 
twelve hours, during which time thirst is allayed by 
the administration of fluids by rectum. 

The moderate Fowler position is employed, the 
head of the bed being elevated from 4 to 10 in. In 
addition to promoting comfort, this position tends to 
limit the rapidity with which toxins are absorbed. 

The continuous Murphy proctoclysis is also used. 
As employed in this hospital, the routine drip con- 
sists of 1,000 c.cm. of tap water with too gm. of 
commercial glucose and 20 gm. of sodium bicarbon- 
ate. Forty drops per minute is the usual rate of flow, 
and as much as 10 qts. may be given continuously 
over a period of forty-eight hours. ‘Tap water is pre- 
ferred to normal saline solution because the latter, 
when taken over a long period of time, is irritating to 
the rectum, increases rather than allays thirst, and 
frequently causes nausea, vomiting, and oedema of 
the ankles and eyelids. The use of digitalis in the 
drip has been found of no particular advantage. 

Morphine, !4 gr., is given and, if necessary, is 
repeated, ! gr. being given every four hours. After 
the second night, opiates are discontinued, bromides 
or luminol being resorted to if a sedative is necessary. 

Nausea and vomiting are combated by close 
adherence to this routine. If vomiting occurs and 
continues, ‘‘automatic lavage” of the stomach is 
tried, at least twice, by giving a tumblerful of warm 
water containing 1 dr. of sodium bicarbonate. If the 
patient does not empty his stomach, the stomach 
tube is used without further delay. 

In acute gastric dilatation, the stomach must be 
kept empty. This is done even if it requires hourly 
lavage. 

Shock is combated by keeping the operating 
room warm, limiting narcosis, the exposure and 
manipulation of the viscera, and the loss of blood, 
and the administration of morphine and the use of 
Murphy proctoclysis after the operation. If shock 
occurs, the foot of the bed is elevated from 8 to 10 
in., the body heat is conserved, and additional heat 
is supplied. The immediate infusion of 1,000 c.cm. 
of normal saline solution containing 100 gm. of glu- 
cose and 15 minims of adrenalin (1:1000) or 1 c.cm. 
of pituitrin is advocated, as is rectal instillation 
of 6 oz. of black coffee with 2 oz. of brandy at a 
temperature of 110 degrees F. If necessary, a blood 
transfusion is given. 


If the bladder is distended from twelve to fourteen 
hours after the operation, catheterization is done. 
To stimulate micturition, hot bags or stupes are 
applied suprapubically or hot enemas are given. If 
the patient is unable to urinate after the second day, 
he is allowed to sit up on the edge of the bed or to 
stand properly supported. 

Distention and meteorism are limited by adminis- 
tration of a pre-operative enema instead of a cathar- 
tic and by gentle manipulation of the abdominal 
viscera at operation. When they occur they are 
readily amenable to such simple treatment as the 
passage of a rectal tube or the use of enemas of soap- 
suds, milk and molasses, ox-gall, ete. Pituitrin has 
been disappointing. 

At first, teaspoonful doses of tap water are given 
by mouth. The amount is then gradually increased 
until 3 oz. are given at frequent intervals. On the 
first day after the operation, 3 oz. of weak tea are 
given alternately every two or three hours with 1-oz. 
feedings of junket or oatmeal jelly with water ad 
libitum. On the second day, strained gruels, cocoa, 
and ice cream are allowed. On the third day, a soft 
diet is prescribed and on the fourth day the regular 
hospital diet is begun. 

Postoperative catharsis has been abandoned. An 
enema on the second or third day is sufficient. 

The patient is allowed up in a wheel chair on the 
eighth day and the sutures are removed on the eighth 
or ninth day. The patient is permitted to walk on 
the following day and is sent home on the twelfth 
day. Jacos M. Mora, M.D. 


ANAESTHESIA 


Guttman, M. R.: Phenobarbital in the Prophy- 
laxis and Treatment of Acute Cocaine Intoxica- 
tions: A Preliminary Report of Its Clinical 
Trial. Arch. Ololaryngol., 1926, iv, 304. 

The author discusses the frequency of reactions 
to the use of cocaine in operations on the nose, 
particularly flake cocaine. He believes that many 
persons are hypersensitive to cocaine. The symp- 
toms of cocaine intoxication are restlessness, tremor, 
cardiac palpitation, and itching of the nose, face, 
and chin. 

As a prophylactic measure, Guttman recommends 
the routine administration of 3 gr. of phenobarbital 
by mouth one-half hour before the induction of 
cocaine anxsthesia. When this is done, large 
amounts of cocaine may be employed without 
danger as the excitability of the cerebral cortex is 
reduced. 

In certain cases of severe intoxications or collapse 
intravenous injection is advisable. 

HerMAN O. McPHEETERS, M.D 
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PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Barclay, A. E.: The Dangerous Art of Palpation. 
Brit. J. Radiol., 1926, xxxi, 385. 


In Barclay’s opinion, the best method of detecting 
the finer pathological changes in the stomach and 
other organs is palpation during a fluoroscopic 
examination. In this procedure the examiner co- 
ordinates his vision with his tactile sense. 

Most important in the diagnosis of gastric con- 
ditions is palpation of the stomach while the first 
opaque fluid is entering and passing through it. 
When the gastric walls are approximated, small 
craters of ulcers can be visualized that cannot be 
detected by any other means. Palpation is of value 
also to bring out the margins of filling defects and 
reveal adhesions and fixation. Small localized areas, 
such as the pyloric ring, can be rolled under the 
fingers. 

Effective pressure at the proper time is successful 
in filling the duodenal cap. It will also separate the 
coils of small intestine and frequently will be the 
first procedure to show that a tender spot is situated 
in the appendix. 

While there is some danger to the operator in 
palpating during an X-ray examination, he is pro- 
tected from the rays by the diaphragm, the patient’s 
body, and the opaque medium, and the only radia- 
tion to which the palpating hand need be exposed is 
the scattered radiation from the patient’s body. 
There is no reason why the palpating fingers should 
ever enter the direct beam. However, palpation is 
never safe for one who has suffered from radio- 
dermatitis. Systematic palpation adds greatly to 
the accuracy of the diagnosis, but does not replace 
roentgenograms. Cnarves H. HWeacock, M.D. 


Desjardins, A. U.: Radiotherapy and the General 
Practitioner. Northwest Med., 1926, xxv, 471. 


The roentgen rays and radium rays act on the 
different tissues of the body in the same general way 
and produce degeneration. There is no basis for the 
belief that they can increase cellular metabolism 
and cause an increase in the growth of tumors. On 
the basis of their sensitiveness, tissues and structures 
may be graded from the most sensitive to the least 
sensitive about in this order: sex glands, blood and 
blood-forming organs, thymus, skin, mucous mem- 
brane, fibrous connective tissue, muscle, bone, and 
nerve. 

The action of the roentgen rays on the sex glands 
is occasionally made use of to induce sterility or to 
diminish ovarian activity, especially in cases of 
hemorrhagic uterine disease. 

Roentgen rays and radium rays cause a primary 
leucocytosis and then an increasing leucopenia from 


destruction of the lymphocytes. Later there is more 
or less complete regeneration of the elements of the 
blood. Hyperplastic lymphatic aggregations are 
markedly susceptible. Irradiation is made use of in 
the treatment of leukamia, the rays being directed 
to the spleen and the long bones or to the main 
groups of affected lymph nodes according to the type 
of the leukamia. Increasing fibrosis limits the 
effectiveness of irradiation as time goes on. 

In children and young adults, enlarged tonsils 
which are made up largely of hyperplastic lymphoid 
cells can be readily diminished in size by roentgen 
or radium irradiation. In adults, radiotherapy has 
little effect on diseased tonsils as they are usually 
the site of more or less scarring, and in many cases 
little lymphoid tissue is left. 

Lesions of the skin of limited extent are best 
treated with radium, and the larger and ill-defined 
lesions with roentgen rays. In hypertrichosis and 
hyperhydrosis, results, if any, are obtained only 
from cautiously repeated treatments. In cases of 
acne, eczema, and certain cases of lichen planus the 
roentgen rays generally have a beneficial effect. 
Actinomycosis and blastomycosis, when superficial, 
are distinctly amenable to radiotherapy. 

Irradiation is beneficial also in the early stages of 
carbuncles and furuncles. Basal-cell epithelioma of 
the skin is curable by irradiation in more than 90 
per cent of the cases, but the dose must be massive. 

Radiodermatitis may be acute or chronic and 
varies in degree in the same way as ordinary burns. 
In radiodermatitis of the third degree, painful 
ulceration renders treatment difficult. Dodd’s lotion 
is generally used, and in the milder cases is sufficient. 
In the more serious cases excision and plastic repair 
may be necessary, but should not be attempted 
until infection of the field has been reduced by 
suitable measures. 

The roentgen rays have quite noteworthy anal- 
gesic effects, especially in cases of early metastatic 
lesions in bones and in chronic arthritis. 

The more nearly embryonic the cell of a malignant 
neoplasm the more susceptible it is to irradiation. 
Lymphosarcoma and Hodgkin’s disease are mark- 
edly affected by radiotherapy; all manifestations of 
these diseases may be dissipated for months or even 
years. The treatment should be directed not only 
toward the palpably enlarged nodes but also to the 
mediastinal and retroperitoneal lymphatic chains. 

Endothelioma and giant-cell tumors react favor- 
ably whereas the sensitiveness of carcinoma depends 
upon the organ in which the carcinoma is growing. 
Carcinoma of the thyroid is most sensitive. Radio- 
therapy is the method of choice in carcinoma of the 
cervix, but carcinoma of the fundus demands 
surgical treatment. In carcinoma of the breast, 
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radiotherapy cannot replace suitable surgical treat- 
ment but tends to prevent or delay recurrence. If 
the lesion is inoperable, roentgen rays may be used 
alone or, if it is possible to implant radium units 
through the primary growth, in combination with 
radium. 

Cellular sarcomata are most sensitive to the 
roentgen rays, but since this is the type in which 
progress and metastasis are relatively rapid, a 
splendid primary result is often defeated by metas- 
tasis to the lungs or elsewhere. 


Burrows, M. T., Jorstad, L. H., and Ernst, E. C.: 
The Effect of the X-rays on the Vitamine Needs 
of the Organism and Cancer. Radiology, 1926, 
vii, 279. 

Previous experiments led the authors to the con- 
clusion that normal growth, differentiation, and 
function of the body are dependent upon the 
presence of a growth stimulant carefully balanced 
by a growth-inhibiting substance. These substances 
are Vitamines A and B. Cancer, they believe, is the 
result of the overcrowding of cells and a reduction 
in the blood supply, or the establishment of a con- 
dition favorable for an abundance of Vitamine B. 
Too great a concentration of Vitamine B will cause 
a necrosis of cells with liberation of Vitamine A. 

In other experiments the authors studied the 
effect of the X-rays on the organism when the con- 
centration of the vitamines is under dietary con- 
trol. White rats were used as they quickly suc- 
cumbed when fed on a diet deficient in either 
Vitamine A or B. There were four animals in each 
of three groups, including the controls on a balanced 
ration. The animals in the two groups receiving the 
deficient diet lost weight. After twenty days they 
were given a large dose of heavily filtered X-rays. 
Two months later, all of the animals fed on a diet 
deficient in Vitamine A and two of those on a minus 
Vitamine B diet had died. The dose of X-rays was 
again given to the four controls and the remaining 
two rats on the minus Vitamine B diet. This im- 
mediately increased the growth of the latter two 
rats. After eight months, the two irradiated rats 
fed on a minus Vitamine B diet were slightly smaller 
than the controls but otherwise were normal. 

It is suggested that all of the effects of the X-rays 
on the organism may be explained on the basis of 
the production of Vitamine B. 

C. H. Heacock, M.D. 


Holmes, G. W.: The Present Status of Radiation 
Therapy in Carcinoma. Boston M. & S. J., 1926, 
CXCV, 399. 

Effective treatment of carcinoma requires the 
coéperation of a group of physicians trained in the 
various specialties and particularly interested in 
cancer. The case should be carefully studied and 
a definite plan of treatment should be decided upon 
before any form of therapy is begun. 

In general, cases of carcinoma may be divided into 
two main groups: those in which a cure can be 


expected and those in which the type of the disease 
or its extent makes a cure by any method improbable. 
The majority of curable cases are best treated sur- 
gically, but the surgeon should not attempt a 
radical cure when complete removal of the tumor is 
impossible. In cases of the latter type radiation 
alone is indicated. Where radiation treatment is 
undertaken, complete destruction of the diseased 
tissue must be obtained. Experience seems to 
indicate that this is not likely to be accomplished 
unless the lesion is superficial or so located that 
radium can be brought directly in contact with it. 

Cases of Group 2 may be subdivided into those of 
primary lesions and those of postoperative recur- 
rences. In both, the treatment is of necessity pallia- 
tive. More reliance must be placed upon aiding the 
patient’s natural resistance than upon destruction 
of the diseased tissue. It is therefore rarely advis- 
able to use prolonged or extremely heavy dosage. 
If the patient’s general appearance is good and the 
blood picture is normal, large doses may be given to 
destroy local masses which are causing distressing 
symptoms. In advanced cases of cancer without 
cachexia nodulat masses and surface ulcers may be 
treated with considerable symptomatic relief. No 
attempt should be made in these cases to control the 
general course of the disease. ‘The best results are 
obtained with a few, rather strong superficial treat- 
ments. In advanced incurable cases, irradiation 
may relieve excessive pain. In some cases with 
extensive metastasis to bone, the pain is severe and 
difficult to control. Small doses of rather short- 
wave roentgen rays directed to the involved area 
may give temporary relief and are justifiable. 

Pre-operative radiation, properly used, probably 
increases the chance of surgical cure by damaging 
the tumor cells and _ possibly obliterating the 
lymph channels, thus limiting the spread of the 
disease. In the author’s opinion, it should be more 
generally used in borderline cases and those of an 
unusually malignant type. 

Postoperative irradiation is employed rather 
generally although there is little evidence that it 
prevents recurrences or prolongs life. Its present 
status is very uncertain; prolonged or heavy irra- 
diation which is likely to cause permanent tissue 
changes is not justifiable until definite recurrences 
have appeared. Apotp# Hartunc, M.D. 


Wintz, H.: Experiences in the Roentgen Treat- 
ment of Carcinoma (Erfahrungen mit der Roent- 
genbehandlung des Carcinoms). Strahlentherapie, 
1926, xxi, 308. 


In the destruction of carcinoma cells by the roent- 
gen rays Wintz sees a physical problem which is of 
secondary importance to the medical aspects of the 
condition. On the other hand, the local and general 
treatment of the body is a biological problem in- 
volving reconstruction, the replacement of the 
tumor by normal tissue. 

Essential for successful treatment is exact dosage. 
This requires a knowledge of the sufficient and 
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necessary quantity of the rays and exact measure- 
ment and predetermination of the amount of irradi- 
ation sent into the body. 

In so-called ‘‘destruction” there is no immediate 
destruction of the carcinoma cells; consequently the 
term “destruction” is not accurate. The carcinoma 
(carcinoma of the cervix, for example) usually re- 
mains unchanged for from eight to twelve days and 
sometimes for several weeks. Then, without further 
irradiation, it becomes smaller, often very rapidly. 

Wintz knows of no reason to doubt the correctness 
of the dose designated by him as the “carcinoma 
dose.” This has no relation to healing; it applies 
merely to the physical problem of destroying the 
carcinoma cells. On the basis of his controlled cases 
which now number more than a thousand, he still 
maintains that the dose of 110 per cent of the skin 
unit dose should be applied not only on the tumor 
but also to the entire area of dissemination of the 
carcinoma. However, the irradiation technique is 
not a rigid one. Every case is treated according to 
its particular requirements and there is a variation 
also in the division of the fields and the time dis- 
tribution of the total dose. Only the size of the dose 
applied to the disease focus remains unchanged. 

In the author’s opinion the distribution of a cer- 
tain dose over a period of several days decreases its 
biological effectiveness. The best proof of this is the 
castration dose. If 34 per cent of the skin unit dose 
is distributed over a period of eight days instead of 
being given at one time, the function of the ovaries 
is not destroyed; when it is distributed over eight 
days, the dose must be increased to 50 or 52 per cent 
of the skin unit dose. Such factors as the reaction 
and the patient’s general condition favor distribu- 
tion of the dose over several days, but for practical 
purposes the dose is usually given at one time. 

Local treatment is indicated only in certain cases 
such as those in which exclusion of a portion of the 
intestine is necessary because of a tumor of the 
gastro-intestinal tract or a gastric fistula must be 
made because of a tumor of the oesophagus. The 
elimination of infection and vomiting has a favorable 
effect. 

For general treatment no absolutely sure remedy 
is known, but arsenic, general hygienic measures, 
and residence at a high altitude have been found 
beneficial. 

In from 15 to 20 per cent of cases death occurs in 
spite of favorable conditions such as a good general 
condition, early treatment, and exact dosage. Such 
cases cannot be explained. With his method the 
author obtained a five-year cure in about 60 per cent 
of operable cases of carcinoma of the cervix and in 
from to to 14 per cent of inoperable cases. 

In spite of opinions of others to the contrary, 
Wintz believes that irradiation treatment is justified 
for operable carcinomata of the breast as well as in 
those that are inoperable. His statistics show a 
five-year cure from such treatment in 63 per cent 
of cases. Recently, induration of the lung and 
injury of the larynx have been prevented by im- 


proved technique; in 1925 they occurred in only 
2.5 per cent of the cases. Induration of the lung is 
best treated medically by injections of camphor 
or transpulmin. By prophylactic irradiation after 
radical operation for cancer of the breast a three- 
year cure was obtained in 57 per cent of the author’s 
cases. Of the postoperative recurrences treated by 
irradiation, 45 per cent developed after two years 
and 30 per cent after three years. Irradiation 
proved justifiable also in these cases. 

In spite of his good results with irradiation treat- 
ment of carcinoma of the breast, Wintz warns 
against its use in general practice. Until roentgen 
therapy can be controlled to the same extent as 
surgery, he believes the géneral practitioner should 
prefer operative methods which have been well 
tested. Harper (G). 


MISCELLANEOUS 


Eidinow, A.: A Note on Dosage in Phototherapy. 
Lancet, 1926, ccxi, 645. 

It has been shown that the degree of erythema 
produced in phototherapy depends upon: (1) the 
distance of the skin from the source of light; (2) the 
temperature of the skin; (3) the kilowatt energy of 
the source of light and the intensity of ultraviolet 
rays shorter than 3,100 a.u. emitted; and (4) the 
sensitiveness of the skin. In a series of observations 
on the effects of ultraviolet radiation of the skin, it 
was shown that doses of light which produced 
erythema increase the non-specific bactericidal 
power of the whole blood for a period varying from 
one to four hours after exposure to the light. 

The skin of a number of rabbits was exposed to 
the mercury-vapor lamp and the bactericidal power 
of the blood determined before and after radiation. 
The animals were all carefully weighed before and 
after the experiment, and the surface area of skin 
which was exposed to the source of light was con- 
trolled and measured. At each experiment the 
dosage of light was estimated by measuring the 
intensity of ultraviolet rays emitted according to 
the lethal action on infusoria. By these means it was 
possible to calculate the smallest area of skin per 
kilogram of weight of the animal which, after 
exposure to the lethal dose, produced a definite 
increase in the bactericidal power of the blood. In 
a similar series of experiments, the importance of the 
surface area of skin exposed to dosage, i.e., the 
length of time of exposure, was observed. The 
findings of these experiments are summarized as 
follows: 

1. An erythema dose of light was necessary to 
obtain an increase in the bactericidal power of the 
blood ‘after radiation of the skin. 

2. Radiation of areas of skin from 1 to 5 sq. cm. 
per kilogram of weight failed to cause an increase in 
the bactericidal power of the blood. For the pro- 
duction of a definite increase it was necessary to 
irradiate areas measuring at least from 5 to 10 sq. 
cm. per kilogram. More decided improvement was 
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obtained by the radiation of areas from 15 to 20 sq. 
cm. per kilogram. The cptimal response was 
obtained from the radiation of areas of skin from 
20 to 50 sq. cm. per kilogram. Irradiation of areas 
over 50 to 100 sq. cm. per kilogram failed to produce 
an increase. 

3. On the whole, when the length of time is 
increased so as to produce a greater degree of 
erythema and oedema of the skin, no very striking 
changes other than those already mentioned were 
observed. 

4. Accordingly there appear to be two important 
factors which control the bactericidal response of the 
blood to irradiation of the skin: (1) the surface area 
of the skin irradiated per kilogram of weight of the 
animal, and (2) the intensity of the erythema 
produced. 

Some experimenters maintain that the bactericidal 
power of light is due in part to the production of 
photochemical substances derived from the tissue 
cells or the blood cells, but there is no definite 
experimental proof of this. It is conceivable that an 
excess of such a substance would inhibit the efficiency 
of the leucocytes. 

In observations on man the subminimal area 
radiated was found to be 56 sq. in., the optimum 
area from 280 to 560 sq. in., and the maximal optimal 
area over 896 sq. in. It was observed also that 
an immunity and protection to ultraviolet rays was 
developed in the skin by changes occurring in the 
skin directly after radiation, by the desquamation 
of the skin, and later, to a less extent, by pigmenta- 
tion. The skin of the child appears to be much less 
sensitive to ultraviolet radiation than the skin of the 
adult. LLEWELLYN R. Lewis, M.D. 


Ward, G. E.: Electrothermic Methods in the 
Treatment of Malignancy. New Orleans M.& S. 
J., 1926, Ixxix, 155. 

Electrodesiccation is dehydration of tissue caused 
by the heat developed by a monopolar high-fre- 
quency current. Histologically the process is one of 
drying. The tumor cells become shrivelled and 
elongated and the nuclei drawn-out, but the cell 
characteristics still remain discernible. Benign 
minor lesions of the skin, such as keratoses, moles, 
warts, callosities, and small epitheliomata, yield 
readily to this modality. The entire growth must 
be whitened. Occasionally a second treatment is 
indicated. 

Electrocoagulation is actual coagulation of tissue 
proteins caused by an intensely high heat generated 


by the passage of a bipolar high-frequency electric 
current of from 300 to 1,500 ma. Histologically the 
cells lose their structure and present under the 
microscope a homogeneous granular mass of débris. 
A thin needle or tonsil snare is used as the active 
electrode. If the lesion is malignant, it is always 
advisable to treat it with radium first and to circum- 
vallate the growth with a line of coagulation before 
coagulating the area itself. The coagulated tissue 
may be allowed to slough off or may be removed. 
Secondary hemorrhage from the sloughing of a large 
vessel may be guarded against by the topical appli- 
cation of hypochlorite solution two or three times a 
day. In cases of tumors of the mouth, anasthesia 
may be induced by nerve block. In other cases, 
local, scopolamine, morphine, or general anwsthesia 
may be used. If ether is employ.d it must be re- 
moved from the room prior to the operation. 

Acusection is done by passing a high-frequency 
bipolar current through three electrode vacuum 
tubes, giving an indamped current. ‘This produces 
a molecular disintegration of the protein molecules. 
It severs tissue almost as quickly as the knife. 
Microscopically there is a small area of desiccation 
measuring about 1/tomm. Primary union results as 
arule. The large vessels not sealed by the acusector 
are caught with haemostatic clamps. When perma- 
nent hemostasis is desired, the operator grasps the 
clamps one by one with his left hand and touches 
them with the active electrode carrying a fairly 
strong coagulating current which he holds in his 
right hand. The contact is maintained until a thin 
zone of white coagulation appears around the tip of 
the clamp, when the current is cut off and the clamp 
is released. The exact value of the acusector is still 
undetermined. 

Electrothermic methods are especially valuable in 
the treatment of lesions of the oral cavity because 
the resulting scar is soft and pliable, large portions of 
the tongue can be removed with little interference 
with articulation, and there is relatively little post- 
operative pain. 

By means of the acusector, panhysterectomies, my- 
omectomies, salpingo-odphorectomies, and bladder 
resections can be done with little capillary bleeding. 
The large vessels are clamped and ligated. The 
dissection is more delicate and the oozing less than in 
other procedures. In all operations, and particularly 
those on the breast, there is much less handling of the 
tissues. A very successful treatment for cysts, such 
as ranula, is incision and desiccation with the 
fulguration electrode. Liuewriiyn R. Lewis, M.D. 
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CLINICAL ENTITIES—-GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Brewer, G. E., and Meleney, F. L.: Progressive 
Gangrenous Infection of the Skin. Aun. Surg., 
1926, Ixxxiv, 438. 

The purpose of this article is to report two cases of 
extensive destruction of the skin and subcutaneous 
areolar tissues from infections occurring in the 
wounds of operations performed for acute perforat- 
ing appendicitis. The infection began after a 
normal early postoperative period and was not 
associated with grave toxemia or high fever. It was 
most rebellious to all types of ordinary wound treat- 
ment and its progress was so slow that it spread only 
1 or 2 cm. in the course of a week or ten days. 

On the basis of its gross appearance, the process 
may be described as a slowly advancing white sub- 
cutaneous slough. ‘The skin lesion appeared as a 
deep red or purple superficial oedema which later 
broke down into a necrotic mass resembling an 
untreated carbuncle. This was in turn surrounded 
by a zone of lighter colored erythema which gradu- 
ally faded out into the normal skin. In both of the 
cases the infection started at the upper part of the 
cutaneous wound and gradually crept downward 
along both margins toward the site of the opening 
for the intraperitoneal drain. The site of the deep 
drainage cavity was apparently never involved. 

The infection was arrested only by free and wide ex- 
cision of the skin and subcutaneous tissues tothe fascia. 

From the findings of inoculation experiments per- 
formed on guinea pigs, rabbits, and one dog it 
appeared that the non-hamolytic micro-aerophilic 
streptococcus and the hamolytic staphylococcus 
aureus cultured from the patient’s wound produced 
gangrene almost invariably when they were injected 
together, whereas when they were injected separate- 
ly the streptococcus never produced it and the 
staphylococcus produced it only rarely in small 
guinea pigs. These findings suggest that a certain 
symbiotic function or a combination of functions of 
these two organisms may be necessary for the pro- 
duction of gangrene. The rarity of its occurrence 
clinically may be explained by the necessity for the 
coincidence of two such organisms in the wound. 

Antuony F. Sava, M.D. 


Fry, H. J. B.: Further Observations on a Floccula- 
tion Reaction for the Serum Diagnosis of 
Malignant Disease. J. Path. & Bacteriol., 1926, 
XXiX, 353- 


The author reviews the history of the various 
serum tests and the flocculation test for malignancy. 
To avoid the criticism that the flocculation 
reaction might be due to bacterial antibodies, Fry 


used in his investigations only sterile breast tissue 
obtained from the operating room. From this he 
obtained a saline-insoluble, acetone-insoluble, and 
alcohol-soluble extract of the tumor which he 
standardized and carefully tested against selected 
cases in which the diagnosis had been checked by all 
available means. His conclusions were the following: 

1. A saline emulsion of the saline-insoluble, 
acetone-insoluble, alcohol-soluble substances of 
tumor tissue gives a flocculation reaction with the 
sera in malignant disease. 

2. In 1,000 cases of malignancy and control cases 
a correct result was obtained in 748 (74.8 per cent). 
In the 494 cases of malignant disease the result was 
correct in 357 (72.3 per cent), and in the 506 con- 
trols it was correct in 391 (77.3 per cent). 

3. Normal persons and pregnant women gave a 
negative reaction in every instance except two each. 
Seventy-two per cent of non-malignant tumors gave 
a negative reaction. Syphilis, tuberculosis, and 
certain conditions of cellular disintegration cause 
flocculation in a certain percentage of case’. 

4. If tuberculosis, syphilis, and suppurative con- 
ditions are excluded, a positive reaction has con- 
siderable weight in the diagnosis of malignant 
disease. 

5. A negative reaction is of less value, but 
generally indicates that malignant disease, if 
present, is neither advanced nor widespread. 

6. Strongly positive reaction seems to indicate 
advanced malignancy or widespread metastasis. 

7. The reaction is not completely specific for 
malignant disease, but is an indication of tissue or 
cellular disintegration. 

HrrmMan O. McPurerers, M.D. 


Stokes, J. H.: The Problem of Malignancy in the 
Presence of Syphilis. Med. Clin. N. Am., 1926, x 
294. 


, 


Stokes reports the case of a patient with macro- 
glossia with marked thickening of the anterior half 
of the tongue and a persistently positive Wasser- 
mann reaction. Before a biopsy showed the lesion 
to be a carcinoma six neo-arsphenamine injections 
had been given. 

The clinical differentiation between syphilis and 
carcinoma is of the greatest importance in lesions of 
the lips, mouth, tongue, and throat. Epitheliomata 
of the lip may simulate chancres very closely. A 
lesion of the lip should not be subjected to manipu- 
lation and trauma for darkfield examination. If it 
bleeds easily it is probably a carcinoma. Gumma of 
the tongue is apt to undergo malignant change 
which may be difficult to find until it is extensive. 

Syphilis of the stomach is rare, whereas carcinoma 
of the stomach is common. In doubtful cases it is 
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much better to operate than to perform a therapeutic 
test for syphilis. The persistence of pain in spite of a 
gain in weight, and blood in the stools after the 
second week of treatment suggest carcinoma. 

In the case of a nodular liver with jaundice and a 
suspected malignant origin, a pre-operative blood 
Wassermann test is essential as appearances at 
operation may be deceptive. A therapeutic test 
should have precedence over operation. 

Stokes warns against arsphenamine in the treat- 
ment of visceral syphilis—in syphilis of the stomach 
because of the danger of sudden hemorrhage and 
in syphilis of the liver because of the therapeutic 
shock and the dangers in cirrhosis. Neo-arsphena- 
mine and bismuth are preferable. 

Harry C. Sartzstern, M.D. 


Hertzler, A. E.: Fibrosarcomatous Tumors of the 
Skin of the Trunk. Ann. Surg., 1926, Ixxxiv, 489. 


The importance of the early recognition of fibro- 
sarcomatous tumors of the skin lies in the fact that 
if the tumor is completely removed together with 
its capsule a permanent cure is assured. A tumor of 
this type grows slowly and metastasizes by way of 
the lymphatics. Its summit is covered by an at- 
tenuated skin with a reddish or pinkish color which 
resembles the covering of a spina bifida. In some 
instances the line of demarcation is sharp, suggesting 
the protrusion of an ulcerating mass. When the 
tumor begins to grow rapidly it protrudes through 
the surrounding skin. Sometimes hemorrhage 
occurs in the substance of the tumor, causing it 
to enlarge suddenly. If the hemorrhage is near its 
summit, ulceration usually soon follows. The pri- 
mary tumor is spheroidal, but recurrences may be 
bossilated. 

Hertzler finds fibrosarcomatous tumors of the 
skin situated most frequently on the trunk, particu- 
larly about the groins and buttocks. They are com- 
pletely encapsulated except over the surface where 
the skin is attached to them. If they have not begun 
to invade the surrounding tissues they glide over the 
deep fascia. On palpation, they are found to be firm, 
dense, and elastic. The cut surface shows wavy 
bundles more or less parallel with each other. The 
surface is pearly or pinkish and glistening. The cells 
of the tumor are spindle shaped and arranged in 
more or less parallel bundles. When the tumor 
begins to develop rapidly it invades the surrounding 
connective tissue. It first spreads into the skin 
surrounding the summit and later becomes attached 
to the surrounding tissues. In all metastatic areas, 
it retains its fibrotic character. 

The peculiar relation of the skin to the surface of 
the tumor reveals the character of the growth at a 
glance. A wen is less firm, and lipomata attaching 
themselves to the skin cause no skin changes. 
Gummata lack the encapsulation and have a shorter 
duration. Angiomata differ in density. 

The treatment is complete excision of the tumor 
together with its capsule well into the normal 
tissue. Emit C. RositsHeK, M.D. 


Wood, F. C.: The Use of Colloidal Lead in the 
Treatment of Cancer. J. Am. M. Ass., 1926, 
Ixxxvii, 717. 

The use of colloidal metals in the treatment of 
malignant disease was first recommended by Torres 
in 1904. Interest in the subject was stimulated in 
1911 by the investigations of Wassermann and 
Keysser who pointed out that, to be effective, such 
agents must attack the tumor cells through the 
blood stream and affect the nucleus, the most 
sensitive part of the cell. 

As colloidal metals act as ferments, it was believed 
that they might stimulate the normal autolytic 
ferments which are especially active in neoplastic 
cells. Intravenous injections of various colloidal 
metals, including lead, copper, cobalt, and silver, 
produced changes in mouse tumors. The tumor 
showed congestion and dilatation of the vessels. 
In a short time it softened, haemorrhages occurred 
into it, and its contents became fluid. However, as 
the therapeutic dose was so close to the lethal dose, 
the method could not be used in clinical cases. 
Small doses are of no benefit and may stimulate the 
growth. 

The matter was studied on man by Weil. Weil 
concluded that the use of colloidal copper resulted 
in as much damage as benefit. After this treatment, 

hlebitis, periphlebitis, hamoglobinuria, and renal 
esions were observed. The liver was not greatly 
injured, but contained considerable copper. 

Colloidal gold was used by Lewin. Following its 
injection, extensive capillary hamorrhages were 
found in the tumors, the result of vascular injury, 
but the body tissues did not seem to be harmed. 
Lewin explains the action of colloidal gold and other 
metals by the assumption that transplanted animal 
tumors are in reality somewhat encapsulated and 
relatively independent of the rest of the organism. 
The defective capillary supply of the tumor inter- 
feres with the passage of blood through the sub- 
stance of the neoplasm. Therefore when any poison- 
ous material is injected into the general circulation 
a larger part of such material is retained in the 
tumor, as in a sponge, and hence acts with special 
intensity in this locality, whereas the normal organs 
are not so severely injured because the tumor has 
filtered out most of the poison and relatively little re- 
mains in the general circulation. Some support to 
this theory is offered by the experiments of Keysser 
who noticed that, though he could cure subcutaneous 
transplanted tumors of mice by the use of a copper 
compound, no effect was observed when the tumor 
was distributed through one of the internal organs 
where it might be supposed to have a somewhat 
more perfect vascularization. 

In recent years the attempt has been made to 
render treatment with the roentgen ray and radium 
more effective by increasing the local secondary 
radiation by the intravenous injection of heavy 
metals. Wintz believes that tumor tissues are made 
considerably more sensitive to irradiation by this 
process. 
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While it is possible to influence by secondary rays 
bacteria growing on metallic plates and exposed to 
heavy doses of roentgen rays, the condition is entire- 
ly different when minute quantities of colloidal 
metals are distributed through the tissues. It is 
probable that any beneficial effect that is observed 
from the combination of colloidal metals and irradia- 
tion is due to the partial poisoning of the cells by 
the metal followed by further injury by the roentgen 
rays; in other words, the summation merely of the 
effects of the two destructive agents. 

Blair Bell demonstrated many years ago, by 
observations on patients in his obstetrical clinic and 
on pregnant animals poisoned by lead, an elective 
toxic action on these cells. Believing that the tropho- 
blastic cells are closely correlated biologically to 
tumor cells, he began in 1920 the treatment of 
human cancer by intravenous injections of lead in 
colloidal form. During the two or three months that 
are required for the treatment, 0.6 gm. of lead is 
given. 

In the selection of patients for the treatment all 
persons with nephritis, even of slight grade, should 
be rejected. Obstructive jaundice must be relieved 
before the treatment is begun. Metastatic cerebral 
involvement, extreme anamia, and cachexia are 
contra-indications. In cases of large tumors, as 
much as possible of the growth must be removed 
surgically. Roentgen rays may be used in con- 
junction with the lead treatment. 

The injections may be followed by severe anaemia 
necessitating transfusion. During the course of the 
treatment frequent urine analyses must be made as 
there is danger of nephritic insufficiency. 
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Successful results can be obtained only by watch- 
ing for obvious symptoms and controlling the use of 
the remedy. Small doses frequently repeated may 
lead to chronic lead poisoning. Despite these dangers 
and difficulties, the mortality is less than that of 
surgery in many types of operable malignant tumors. 
Of 227 patients with hopelessly advanced malig- 
nancy, the condition was completely arrested in fifty 
and these patients have lived for from one to five 
years since the treatment. 

Blair Bell emphasizes that much remains to be 
done to decrease the danger-gnd extend the useful- 
ness of the method. Methods of preparing the lead 
must be devised to improve it and diminish its 
toxicity. Morphological criteria must be established 
for sound judgment as to the selection of a tumor as 
favorable or unfavorable for the treatment. It is 
necessary also to determine the optimal combination 
of lead and radiation. Both Wood and Blair Bell 
believe that the time is not yet come for the general 
employment of lead. MERLE R. Hoon, M.D. 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Mackenzie, I.: Leptothricosis. Glasgow M.J., 1926, 
cvi, 217. 

The author reports a number of cases of brain 
tumor, brain abscess, and atypical cerebrospinal 
meningitis in which the leptothrix was found in the 
spinal fluid. In the case of brain abscess it was 
found at autopsy also in the walls of the abscess. 
Mackenzie believes the infection has its origin in the 
blood stream. WituraM J. Pickett, M.D. 
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